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Admission Policy 
I. PURPOSE 


To specify the requirements for psychiatric and medical evaluation for patients admitted to the 
civilian units of the Bellevue Hospital Center Inpatient Psychiatry Service. 


II. POLICY 


The policy delineates the process of evaluation and admission for patients admitted to the 
civilian units of the Bellevue Hospital Center Inpatient Psychiatry Service. 


III. PROCEDURE 
A. General Admission Requirements 


1. All patients admitted to inpatient service receive a comprehensive psychiatric 
evaluation prior to admission that is conducted in the preferred language of 
communication for the patient. 


2. The evaluation is documented in the electronic medical record in the Comprehensive 
Admission Form and is comprised of the following elements: 


a. A detailed history of present illness; past psychiatric history; mental status 
exam; risk assessment for danger to self or others; substance abuse history; 
medical history and family history; 


b. DSM-V Diagnoses; 


c. Recommendations for treatment that correspond to problems identified by the 
evaluation; 


d. A preliminary treatment plan (this is included in the Full Disposition Note). 


3. All patients admitted to the inpatient psychiatry service will receive a comprehensive 
medical evaluation that includes: 


a. Medical/surgical history, medication history and medication reconciliation, 
substance use history, HIV risk factors; 


b. Physical examination, Vital signs, chest X-ray (when clinically indicated), 


and EKG (when clinically indicated) will be completed. Histories and 
physicals are done by a Medicine MD or NP. 
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c. Lab work including CBC, basic chemistry profile, liver function tests, HCG in 
all women of child-bearing age, and when clinically appropriate, thyroid 
function tests, syphilis screening, urinalysis, urine toxicology, and additional 
tests based on the patient’s clinical presentation. 


d. In the event a patient refuses to allow a physical examination, tests or blood 
work, alternative strategies for obtaining consent are considered such as: (1) 
addressing the patient’s concerns related to recommended tests or procedures 
and (2) enlisting patient’s family, friends, or another provider who may be 
able to engage the patient. 


e. Ifthe patient continues to refuse, the patient will be admitted to the Inpatient 
Service without the recommended tests, absent a medical emergency. The 
psychiatrist documents the lack of imminent medical risk and consultation 
with the Medicine MD or NP in the medical record. 


f. Ifthe psychiatrist in consultation with the Medicine MD or NP determines 
that that there is a medical emergency, the psychiatrist documents the 
imminent medical risk, decisional capacity, and medical consultation in the 
medical record. Medical interventions are performed over objection, using the 
least restrictive means to safely perform the intervention. 


g. No assessment procedure, medical test, or evaluation can be performed on a 
recipient who refuses treatment and has established capacity. The only 
instance in which this is bypassed is in the event of documented absence of 
capacity in conjunction with imminent medical risk of serious injury or death 
if test/procedure is not conducted. 


h. Legal status does not have any effect on decisional capacity. 


i. Interventions may not be performed solely at the request of police in an un- 
consenting individual. 


4, Admission evaluations and medical evaluations are reviewed and approved by the 
Attending Psychiatrist. The attending will complete the following: 


Comprehensive Assessment Form 

Full Disposition Note 

Medication reconciliation 

Admission orders including medications 
Legal status forms 


enoop 


B. Additional Admission Requirements from General Hospital 
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1. The Consultation Liaison (CL) psychiatrist will evaluate the patient and determine 
whether to admit the patient to the inpatient psychiatry service. 


2. When the decision is made to admit the patient to psychiatry, the CL Attending completes the 
following: 

Comprehensive Assessment Form 

Temporary Admission orders including medications 

Legal status forms 

Full Disposition Note 


ao oP 


e. Ensures that the referring physician prepares a computerized medical summary 
prior to transfer, which will include: 
e discharge summary 
e after-care appointments if indicated 
e medical clearance for admission to psychiatry 


f. Notifies Nursing Administration of the discharge from medicine and admission to 
psychiatry and obtains bed assignment. 


g. Discusses case with inpatient accepting attending. 


2. Ifthe patient has complex medical issues, an internist from Division of Medical Services 
for the Department of Psychiatry will assist in determining whether transfer to psychiatry 
is appropriate. An ADN will also review the transfer to ensure that needed nursing care 
can be provided on the inpatient psychiatry unit. 


C. Admission to Psychiatry From General Hospital After 4PM And On 
Weekend/Holidays 


1. Decision regarding admission is determined by the CL covering PGY 3 resident and the 
on -site moonlighting attending assigned to review consults. The offsite covering CL 
attending may also be contacted if indicated. 

2. The CL covering resident will request a bed from the ADN 

3. The CL covering resident will follow steps a-c in section III for General Hospital Service 


admissions to psychiatry and will present the patient to the Upwards Moonlighter. The 
CL on-call attending is available for consultation to the resident. 


Admission Policy Page 3 of 5 Reviewed/ Revised 2/2016 


NEW YORK CITY HEALTH AND HOSPITALS CORPORATION 


Bellevue Hospital Center 
Department of Psychiatry - Division of Inpatient Services 
Policy & Procedure Manual 


4. The Upwards Moonlighter or Forensic Moonlighter will complete the medication 


reconciliation, full disposition note, and enter the admission and medication orders and 
write a brief accepting note. 


D. Admission To Forensic Inpatient Psychiatry 


1. Refer to Policy on admissions to Forensic Unit from CFES. 


IV. REFERENCES 
None 


V. ATTACHMENTS 
None 
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MANUAL CODE: C-40 

SUBJECT: CRISIS MANAGEMENT TEAM 

DATE EFFECTIVE: 4/6/2012 

DATE REVISED: 9/10/15 

DATE REVIEWED: 4/6/2012; 9/10/15; 9/2016 

SUPERSEDES: R-13 and R-13A: Response to Violent or Assaultive Patients: 


I. 


Il. 


Il. 


Crisis Response Team (Administrative and Psychiatry) 


PURPOSE: 


To outline a system for behavioral crisis management in inpatient psychiatry, Child 
Comprehensive Psychiatric Emergency Program (CCPEP), Comprehensive Forensic 
Emergency Services (CFES), and the inpatient medical/surgical services, and to provide 
guidelines and criteria for crisis management and Crisis Management Team (CMT) 
activation. 


POLICY: 


The Departments of Psychiatry and Child & Adolescent Psychiatry will maintain a Crisis 
Management Team (CMT) that will assist the primary clinical team or consultation- 
liaison team in managing behavioral crises in inpatient psychiatry, CCPEP, CFES, and on 
the medical-surgical inpatient services. 


DEFINITIONS 


A. A “behavioral crisis” is any situation, perceived or actual, that staff identify as 
threatening the personal safety of patients or staff. 


B. Crisis Management Team: 


I The Crisis Management Team (CMT) is comprised of staff who have been 
trained to respond to behavioral crises in one or the following crisis 
reduction training programs: Therapeutic Options, Crisis Prevention 
Intervention, or PMCS (Prevention and Management of Crisis Situations). 


pa Assigned responders will respond to activated CMT calls in Adult 
Psychiatry, Child & Adolescent Psychiatry, and the inpatient 
medical/surgical services. The CMT will not respond to the AES, 
outpatient clinics or non-clinical areas. 
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C. Team Leader 


1. As soon as the CMT responds to a call, a Team Leader will be designated. The 
Team Leader will provide guidance, instructions, and directions during the CMT 
episode. 


2. On Psychiatric Inpatient units (including the Forensic Psychiatry units), the Team 
Leader will initially be the nurse in charge of the unit. When the MD arrives, the 
MD will become the Team Leader. 


3. On medical units (including the Forensic medical unit), the initial management of 
a behavioral disturbance will be comprised of a team of trained nursing staff from 
the medical and surgical floors, the covering ADN and the physicians, NP or PA’s 
from the primary team. Only in the event that a behavioral disturbance cannot be 
managed by the primary team should a CMT be called. The primary team should 
be present for the remainder of the CMT. 


IV. ROLES AND RESPONSIBILITIES 
A. Team Leader 


Identifies self as the Team Leader 

Directs the CMT activities and leads the pre-debriefing 

Collaborates with the MD/ADN responder 

Assigns staff who have generally good rapport with the patient for engagement 
Ensures paperwork is completed 

Makes intervention decisions in collaboration with the CMT responders 

Leads post-debriefing 


et Oe 


B. Attending Psychiatrist/Primary Doctor, NP or PA 


1. Maintains communication with the patient 
2. Orders medications to be administered, if necessary 
3. Orders restraints if necessary 
4. Participates in the restraint debriefing, if necessary 
5. Documents assessment of the patient, and patient’s response, in a Progress Note 
6. Participates in the CMT debriefing 
C. Unit RN 


1. Informs other staff members of the background and status of the situation, the 
interventions provided, and the planned interventions 
2. Assesses the need for restraint or seclusion 
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Prepares and administers medications as directed by the MD 

Maintains communication with the patient 

Completes the CMT debriefing form 

Documents assessment and interventions during the CMT process 

On Forensic psychiatry units, the Forensic medical/surgical unit, and in CFES, 
records names of all staff (of all disciplines) who were present in the area. On 
civilian units, this role is performed by Hospital Police (see G.4.c. below) 


D. Unit BHA, PSHT, NA 


L: 


mn 


Redirect other patients away from the scene 

Brings the necessary equipment (i.e. restraints, PPE, bed, bed sheets, etc) to the 
area 

Clears the hallways and removes any furniture or equipment that may block the 
team’s access to the area 

Assists in completing the restraining/seclusion process as directed by the Team 
Leaders 

Opens doors and directs responders to the area 

Participates in the CMT debriefing 


E. Unit Social Worker, Activity Therapist, Psychologist 


¢ 
2. 
3. 


4. 
2: 
6. 


Removes and directs other patients from the area 

Maintains communications with the patient, if necessary 

Clears the hallways and removes any furniture or equipment that may block the 
team’s access to the area 

If appropriate provides activities to the other patients to redirect their attention 
Participates in the CMT debriefing 

Performs other tasks as stated in the discipline-specific job description when 
directed by the Team Leader 


F. Unit Clerk 


ee ee 


Calls for additional help, if requested 

Summons or pages Nursing DON/ADN and Attending Psychiatrist 
Prepares necessary forms for completion 

Opens door and directs CMT responders to the area 


V. CMT Responders 


A. Team Leader (see IV.A.) 


B. Nursing Supervisor/ADN 


1. Receives report from the Team Leader 
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Assesses the situation and request for additional help or sends staff back to the 
unit 

Support the unit Team Leader in their activities and decisions 

Co-leads the CMT debriefing 

Give reports to the Clinical Leaders if necessary 


C. BHA/PSHT/NA 


a ee do 


o 


Provides a unified presence as directed by the Team Leader 

Maintains communication with the patient 

Restrains/secludes the patient 

BHA only: Together with the Team Leader, leads the CMT debriefing and 
completes the CMT debriefing form 

PSHT/NA: Participates in the CMT debriefing 


D. Hospital Police or Department of Correction (DOC) 


if 


2. 


The unit’s clinical team and the CMT team are the first responders. 


Hospital Police will be present for all CMTs on psychiatric and 
medical/surgical units except Forensic units. 


During and immediately after a CMT on civilian psychiatric and 
medical/surgical units and in CPEP, Hospital Police will be responsible for 
recording the names of all staff (of all disciplines) who were present in the 
area. 


In emergency situations (defined in 4.d. below) only: 


a. On civilian psychiatric and medical/surgical units, Hospital Police may be 
involved when the clinical team cannot safely handle the situation or when 
a threat exists to staff, patients, or unit security. 


b. On the Forensic Psychiatry Units, Forensic Medical/Surgical units, and 
CFES, DOC may be involved when the clinical team cannot safely handle 
the situation or when a threat exists to staff, patients, or unit security. 


“Emergency situations” include a patient possessing a weapon or a potential 
weapon; a patient trying to escape; a riot among patients; and similar 
situations. 


In any event, Hospital Police (on the civilian units) or DOC (on the Forensic 
Psychiatry Units, Forensic Medical/Surgical Unit, and CFES) are responsible 
for disarming any patient who has a weapon. 
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VI. ‘Psychiatry Consultation Liaison 


A. In Non Psychiatric Inpatient areas, the Consultation-Liaison Psychiatrist can be 
consulted for behavioral issues. 


VII. Housekeeping Staff and Non-Clinical Staff Not Assigned to the Unit 


A. Remove equipment and other items from the scene that may interfere with the CMT 
interventions and/or that may be used by patients as weapons 

B. Immediately leave the scene 

C. When directed by the Team Leader, may perform other tasks as stated in the 
discipline-specific job description 

D. Participate in the post-debriefing 


VII. GUIDELINES FOR MANAGING CRISES AND ACTIVATION OF CMT 


A. Any physician, nurse, or other staff member may call the CMT if he or she is 
uncomfortable with a clinical situation. 


B. Inpatient Psychiatry: 

1. Nursing will first contact the primary attending psychiatrist by pager, along with 
the primary clinical team, in any situation where the patient is demonstrating 
clinically concerning behavior. 

2. Ifthe primary psychiatrist is unavailable to manage a crisis, then the attending 
psychiatrist assigned by the unit to carry the CMT pager will be paged to respond 
to the situation. 

3. On Tours 1 and 3, the covering psychiatrist for inpatient psychiatry (the 
“upwards” psychiatry moonlighter) will carry a CMT pager and respond to 
behavioral crises on the inpatient psychiatry units, CCPEP, CFES, and the 
inpatient medical/surgical services 

4. Ifthe primary team is unable to manage a crisis, unit staff will activate the CMT. 


C. Outpatient Psychiatry: 


1. Behavioral crises are managed by the primary clinical team, with the assistance of 
Hospital Police 


D. Inpatient medical/surgical services: 
1. Clinical staff will contact the primary medical or surgical team by pager or over 


head in any situation where the patient is demonstrating clinically concerning 
behavior. 
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2. Trained nursing staff from the unit, the medicine or surgical ADN and primary 
team will attempt to address the issue. 

3. In the event that the primary team cannot manage the behavioral disturbance and 
the patient has a mental illness or delirium then a CMT can be called. The primary 
team should be present and stay for the entirety of the CMT. 


E. Behaviors that necessitate the primary clinical team to call an urgent Psychiatry 
Consultation, and/or CMT, include, but are not limited to: 


1. Confusion with severe agitation 
. Irritability and violent behavior due to delirium or mental illness 

3. Physical agitation — e.g., pacing, restlessness, clenching fists due to delirium or 
mental illness 

4. Verbal agitation — talking loudly, argumentative behavior due to delirium or 
mental illness 

5. Patient demonstrating a response to voices or to delusions. 

6. Patient is having difficulty maintaining appropriate boundaries due to delirium or 
mental illness 

7. Ptis engaging in self injurious or suicidal behavior 

8. Medication over objection in a patient with delirium or mental illness 

9. Inthe event that patient is verbally, physically threatening, destroying property, 
attempting to leave (Against Medical Advice) AMA and the patient does not have 
delirium or mental illness then hospital police or the (Department of Correction) 
DOC should be called. 


IX. MANDATORY DEBRIEFING: 


A. After every CMT episode, there will be a debriefing process composed of the CMT 
members and the unit staff and led by the Team Leader. 


B. A debriefing tool (see Attachment A) will be completed and submitted to the 
ADN/Supervisor Responder. 


X. PROCEDURE FOR ACTIVATION OF CMT: 
A. Each Unit in Behavioral Health will assign a CMT responder 
B. Each unit’s physician responder will have a beeper 
C. CMT bag is rotated to the Behavioral Health Units on a monthly basis. The 
responder from the assigned unit will bring the bag to each CMT calls. The crisis bag 


contains the following items: 


1. Extra restraints (Violent, Self-destructive restraints) 
2. Personal protective devices including masks with face shield 
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3. CMT Debriefing Forms 


D. The ADN/ADON on each Tour will hold a CMT beeper, and respond to all crisis 
calls. 


E. The beepers may be activated as follows: 


Dial 6666 

Inform Operator: “I need the Crisis Team” 

Identify the unit 

State the extension number 

The Operator will then activate the CMT via text with the following information: 


eel wie ld 


a. The unit 
b. The extension number 


F. If further assistance is needed, Hospital Police and additional help may be called 
XI. CMT QUALITY ASSURANCE/QUALITY IMPROVEMENT 


A. The ADN/ADON Responder will document in the Activity Report any significant 
issues during the CMT episode that needs to be addressed. 


B. The above issues will be discussed in the Psychiatry Department morning huddle. 


C. The assigned ADON/ADN will provide the unit with feedback/information about any 
significant issues that occurred during the off-tour CMT episodes. 


D. All CMT debriefing forms will be submitted by the Unit Nurse to Nursing Quality 
Assurance for collation, tabulation, and summary. 


E. A quarterly review of all CMT calls will be performed by Psychiatry Department QI 
team and CMT responder representatives and will be presented in the Nursing PI/PS 
report at the Psychiatry Department Performance Improvement Meeting. 

XII. REFERENCES: 

None 


XIII. ATTACHMENTS: 


CMT Debriefing Form 
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CRISIS MANAGEMENT TEAM DEBRIEFING 


INSTRUCTIONS: COMPLETE ALL ITEMS ON THIS CMT DEBRIEFING FORM AND SUBMIT TO THE ADN/SUPERVISOR RESPONDER. 


UNIT: Tour:o!1 all alll 


Date: 


Time Crisis Team Activated: 


REASON FOR CRISIS INTERVENTION: 


Cl Self Injury 
0 Need for De-escalation 
1 Other (Describe) 


0 Patient-to-Patient Assault 
C1 Destruction of Hospital Property 


CO Patient-to-Staff Assault 
CO Disruptive Behaviors 


INTERVENTION USED: 


1 Verbal De-escalation 0 Limit Setting 


O Seclusion Time Initiated: 
OC No Medications Offered 
CL] Medication Administered: 


PATIENT LABEL 


O Medication over Objection 
01 Elopement 


O Behavioral Plan Initiated/Reinforced 
O Restraint Time Initiated: 


0 PO DIM 


0 Other (Describe) 
DEBRIEFING: 


0 CMT handled effectively, no issue identified 


C1 Needs Improvement of involvement of unit staff 


Comments and Other Issue(s) : 


DO No injuries Di Injury to patient: Site: 


0 RN from unit present 


O RN from unit not present 


ME MD/ADN/Superviso fii TM eR EB HosPIra PoLiced 


O CMT ineffective, issue identified 
0 Needs Improvement on clear communication 


O Injury to staff: 


O Crisis Bag Inventory complete 


O Crisis Bag Inventory incomplete 


O OMH-approved physical interventions 


DC Cooperative XC Non-cooperative 


Site: 
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MANUAL CODE 


SUBJECT: 


EFFECTIVE: 


DATE REVISED: 


: R-14 
USE OF RESTRAINT AND SECLUSION 
MARCH 10, 1993 


1998, 2001,2002,2004,2006, 04/2007, 11/2007, 09/2008, 06/2010, 
09/2011, 3/2016, 8/2016 


DATE REVIEWED: 12/2013; 3/2016 


SUPERSEDES: 


I. PURPOSE: 


To establish guidelines for the use of restraint and seclusion and to ensure compliance 
with The Joint Commission (TJC), New York State Department of Health (DOH), 


New State 


Office of Mental Health (SOMH) and Centers for Medicare & 


Medical Services (CMS) regulatory standards. 


A. INTRODUCTION: 


1. 


aS 


The Leadership of Bellevue Hospital Center is committed to the 
philosophy that each patient receives considerate and respectful care in a 
clean and safe environment free of unnecessary restraints and or 
seclusions. 

The Leadership recognizes that the use of restraints and or seclusions 
has the potential to produce serious consequences, such as physical and 
psychological harm, loss of dignity, violation of an individual's rights, 
feelings of isolation, and even death. 


. All patients have the right to be free from restraint or seclusion, in any 


form, imposed as a means of coercion, discipline, convenience or 
retaliation by staff. 

The patient has the right to safe implementation of restraint or seclusion 
by trained staff. 

Restraint or seclusion may only be imposed when clinically justified to 
ensure the immediate physical safety of the patient, a staff member, or 
others, or to enhance medical healing, when alternative methods have 
proved unsuccessful, must be discontinued at the earliest possible time. 
On Medical/surgical units, revisions will be made to the plan of care. 

On Psychiatry, the episode of restraint/seclusion will be documented in the 
multidisciplinary treatment plan, along with the patient’s at risk behavior 
requiring the use of restraint/seclusion. 
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II. POLicy: 


This policy applies to patients in all inpatient and outpatient clinical areas of Bellevue 
Hospital Center. 


II. DEFINITIONS: 

A. RESTRAINTS: any manual method, physical or mechanical device, material or 
equipment that immobilizes or reduces the ability of a patient to move his or 
her arms, legs, body or head freely. 

Exemptions: The following are not considered a restraint: ; 
a. Orthopedically prescribed devices, surgical dressings/ bandages, 
protective helmets or other methods that involve physical holding 
of a patient for the purpose of physical examination/tests or to 
protect patient from falling out of bed or to permit the patient to 
participate in activities without the risk of physical harm. 
Physical escort. 
IV Arm board without a strap used to stabilize an IV line. 
Hand mittens without straps 
Side rails: 
i. Raising fewer than 4 side rails when bed has segmented 
side rails 
ii. When medical patients are placed on seizure precautions 
iii. When medical patients are placed on a bed that constantly 
moves to improve circulation or prevent skin breakdown. 
iv. When medical patients are not physically able to get out 
of bed regardless of whether the side rails are raised ‘or 
not. 


o 20 oF 


B. SECLUSION: involuntary confinement of a patient alone in a room or area 
from which the patient is physically prevented from leaving. Seclusion is 
used for the management of violent or self- destructive behavior that 
jeopardizes the immediate physical safety of the patient, a staffmember, or 
others. 


Note: The use of seclusion must take into consideration the risk and benefit 
for all patients including those with self-abusive behavior, suicidal 
ideations/intent, seizure disorders, certain medical conditions (pregnancy, 
cognitive impairments, intellectual disabilities, and others requiring monitoring) 
or any other condition that may render the patient more vulnerable to decreased 
stimuli such as those who are hearing or visually impaired. Seclusion 
requires un-interrupted continuous observation of the 
patient by a staff member, 


C. FORENSIC RESTRAINTS: Forensic and correctional restraints such as handcuffs, 
shackles, etc. are applied by security staff for purposes of security only. 
1. These devices are applied and removed exclusively by the 
staff of a correctional facility or law enforcement agency and require 
staff of that facility to be present to care for those restraints. : 
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2. Clinical staff are not to remove these devices. In circumstances in which 
the failure to remove them would jeopardize the patient’s life or limb, 
clinical staff will request correctional staff to remove them immediately. 

3. A physician's order is not required for use of these restraints. However, staff 
will ensure that circulation, as well as the patient’s right to nutrition, 
hydration and toileting is not compromised. 

4. Patient safety is a shared responsibility between correctional facility staff/ 
law enforcement and hospital staff. 


D. CHEMICAL RESTRAINT: A Chemical restraint is a drug or medication used to 
restrict the patient’s freedom of movement, which is not the standard 
treatment and/or dosage for the patient’s condition. The use of this type of 
restraint is prohibited. 


E. Licensed Independent Practitioner (LIP): any individual who is permitted 
by both law and the facility to order restraints, seclusions or medications 
independently. Licensed physicians, psychiatric nurse practitioners, and 
Physician Assistants are LIP’s for this purpose. 


IV. Procedure: 
GENERAL PROVISIONS: The decision to use a restraint or seclusion is not determined by 
diagnosis, but by a comprehensive individual patient assessment. For a given patient at a 
particular point in time, this comprehensive individualized patient assessment is used to 
determine whether the use of less restrictive measures poses a greater risk than the risk 
of using a restraint or seclusion. 


The comprehensive assessment should include a thorough history and physical/ psychiatric 
examination including vital signs, pain scales, and laboratory evaluations to identify 
medical or psychiatric issues contributing to changes in the patient’s behavior. 


A. LEAST RESTRICTIVE MEASURES: 
Staff must consider the least restrictive measures prior to the initiation of 
restraints and/or seclusion. Least restrictive measures include, but are not 
limited to the following: 


1. Allowance for personal space 

2. Bed- chair exit alarm 

3. Asking the patient to stay calm; developing eye contact to help redirect 
the patient; directing the patient away from focus of anger; and/or 
giving the patient simple tasks to perform, and, if practical, 
opportunity to exercise 

4. Companionship/ family sitter 

5. Ensuring tubes, lines and drains are not interfering with ambulation, and 
explaining to the patient in understandable language the importance of 
not pulling out medical devices 

6. Environmental Modification: subdued lighting/ quiet room/ soothing sounds 

7. Mittens without straps 
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8. Moving patient closer to the Nurse’s Station/ Increased Observation 

9. Adequate nutrition, snacks, and hydration 

10. Thorough physiologic assessment and treatments including attention to 
bowel and bladder needs; pain assessment and appropriate treatment; 
assessment of electrolyte and fluid status; oxygenation; and assessment of 
any medical conditions contributing to the patient’s status including sepsis. 

11. Placing commode at bedside when indicated 

12. Indicated staff supervision including increased frequency up to 1:1. 

13. Working with the patient to verbalize needs: allying with family to stay 
with the patient when indicated; assistance in contacting family 
members; and ambulation with assistance 

14. Television/ music/ games/ headphones/ earplugs 

15.Communicating expectations to the patient including cooperation with 
directions 


B. INDICATIONS: 
1. Non-Violent, Non Self Destructive Behavior: 
Restraints may be applied when a patient’s behavior is not violent or self- 
destructive, but presents a danger to the patient’s physical safety (such as 
falling out of bed) or jeopardizes medical healing (such as pulling at IV’s). 
These restraints are applied only when less restrictive measures have been 
ineffective. 


2. Violent or Self Destructive Behavior: 


a. Restraints and/or (on psychiatric units) seclusion are indicated for a 
patient whose behavior is assessed as violent and/or aggressive, and as 
presenting an imminent and serious danger to the safety of the patient, staff 
and/or others. Restraint and seclusion are indicated only when all possible 
less restrictive measures have been assessed as ineffective, or in situations 
of such immediacy that less restrictive interventions cannot be safely 
employed. 

b. Ifthese restraints are applied, the patient will be provided with 1:1(one 
to one) supervision on psychiatric as well as medical/surgical units. 
Continuous supervision will be provided for patients secluded on 
psychiatric units. 


3. Special Consideration on the use of Restraints and or Seclusion: 
Before application of restraints and/or seclusion, the following must be taken 
into account and appropriately addressed: 


a. Physical and/or medical conditions that impair circulation or 
thermoregulation 
b. Past history of sexual or physical or psychological abuse 


C. FACE TO FACE EVALUATION: 
An LIP (MD, Psychiatric NP, or PA) trained in this policy must see the patient 
face to face within 30minutes after the initiation of the restraint and/or seclusion. 
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During this face to face evaluation, the LIP must evaluate and document the 
tollowing: 


1. 


2 
3, 
4 


The patient's immediate situation 

The patient's reaction to the intervention 

The patient's medical, behavioral and psychiatric condition 
The need to continue or terminate the restraint or seclusion. 


D. TYPES OF RESTRAINTS: 
Only approved wrist or ankle commercial restraints can be used. Devices 
must be applied in accordance with the manufacturer's instruction. Patient's: 
lower limbs should not be restrained separately, but are restrained together 
as one unit. 


E. ORDERFOR RESTRAINTS AND SECLUSION: 


L 


eas 


Restraint or seclusion must be in accordance with the order of an LIP who is 
responsible for the care of the patient and is authorized to order restraint or 
seclusion by hospital policy and in accordance with state law. 


a. Whenever possible, the LIP should order the restraint or seclusion prior to 
the application of restraints or initiation of seclusion. 

b. In emergency situations, the order must be obtained either during the 
emergency application of the restraints (preferably), or within 30 
minutes after the restraint has been applied or the seclusion initiated. 

c. The use of restraint or seclusion must be discontinued at the earliest 
possible time, regardless of the length of time allowed in the order 

If an LIP is not available to issue such an order, a Registered Nurse may 

initiate the restraint or seclusion use based on an appropriate assessment of 

the patient. The LIP must evaluate the patient in person within one hour and 
write the order. 

Restraints or seclusion may never be written as a standing order or PRN. 

On Psychiatry Units, the order is valid for a period not to exceed one hour. 

On the Medical/Surgical Services, a restraint order is valid for a maximum of 

24 hours. Continued use of restraints beyond the first 24 hours requires a face 

to face LIP assessment for an additional order valid for an additional 24 hours. 


6. A new order is needed for each episode of restraint or seclusion 


F. WHO CAN INITIATE RESTRAINTS OR SECLUSIONS: 


1. 


Restraints and/or seclusions may initiated by an RN or Licensed Independent 
Practitioner (LIP) who has been educated and trained in this policy. The 
RN/LIP’s competencies are reviewed on a regular basis, and will include the 
use of alternatives. : 


. The following staff may assist in the application of restraints: 


a. Licensed Practical Nurse (LPNs) 

b. Patient Care Associate (PCA's) 

c. Patient Care Technician (PCT) 

d. Med-Surgical Technician (MST) 

e. Behavioral Health Associate (BHA's) 
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f. Psychiatric Social Health Technician 
(PSHT) 
g. Certified Nurse’s Aide (CNA's). 


G. Duration and Renewal of Orders: 
1. Non-Violent Restraint: Each order is valid up to 24 hours. After 24 hours, an 
LIP must assess the patient face to face to determine whether an additional order is 

required, and if so, write the order. 


2. Violent or Self-Destructive Behavior Requiring Restraint or Seclusion 
a. Duration: 

i. Adults 18 years or older, 1 hour 

ii. Children and Adolescents 9-18 years, 30 minutes 

iii. Manual restraint of patients any age, up to 15 minutes 

iv. Seclusion or mechanical restraint shall not be used for patients under 
the age of 9, except upon prior approval on a case-by-case basis by the 
Chief Medical Officer of the Office of Mental Health or his/her 
designee. 


b. Notifications of Continuous Use of Restraint or Seclusion. 


i. The use of seclusion or restraint beyond a continuous 4-hour period on 
the psychiatry units requires prior approval by the Director/Chief of 
Psychiatry or his/her designee 


il. The Chief Medical Officer of the State Office of Mental Health or his/her 
designee must be notified when any use of seclusion and/or restraint on the 
psychiatry units exceeds 24 continuous hours. 


iii. | The Director/Chief of Psychiatry or his/her designee must be notified of the 
issuance of 2 or more separate orders within a 12 hour period for the 
use of seclusion or restraint on the psychiatry units. 


c. Clinical Review use of 2 episodes of restraint and/or seclusion within one 12 
hour period will be reviewed by the Clinical Director and/or his designee 


H. Manual Restraints/Therapeutic Holds 


1. When a manual restraint is used briefly for the safe administration of court- 
ordered or emergency medications, an LIP’s order for such a manual hold is 
required. 

2. The patient must be released after 15 minutes. An order for a longer manual 
or physical restraint would require a new LIP’s face-to-face assessment and 
order. When manual restraint is used for the purpose of facilitating the 
placement of a patient in mechanical restraint or secluding a patient, a separate 
order is not needed for the manual restraint. The restraint time for the 
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mechanical restraint procedure begins at the time the manual restraint has 
begun and this is included in the one hour time limit for mechanical restraint 
3. The entire restraint event must be documented in the patient’s clinical record 


I. Monitoring of Patients on Restraints and in Seclusion: 


1. All restrained patients are placed on One to One Observation. All secluded 
patients are placed on Constant Observation. Patients are continually monitored 
to ensure that his/her rights, dignity, and emotional well-being are protected. 

2. The patient’s physical needs, comfort, and safety are properly attended 
while in restraints or seclusion. 

3. Assessments are the responsibility of the RN; the monitoring of 
behaviors/activities may be completed by other caregivers. 

4. Required monitoring and its frequency includes but is not limited to the 
following: 

a. Non-violent and non-self-destructive behavior are assessed, monitored 
and documented on the Non-Violent Restraint Flow Sheet every 30 
minutes. 

i. Vital signs -every 4 hours 

ii. Nutrition, elimination and physical hygiene- every 4 hours and as 
needed 

iii. Comfort and safety measures- every 4 hours and as needed 

iv. Restraint release one limb at a time for 5-10 min — every 2 hours 

v. Privacy and modesty- maintained at all times and monitored every 2 
hours 

vi. RN evaluates the possibility of early release of restraints every 2 
hours 


b. Patients restrained and/or secluded for violent and self-destructive 
behavior are assessed , monitored and documented on the Violent 
Restraint/Seclusion Flow Sheet, every 15 minutes for the following: 

i. Vital signs — every 15 minutes unless impossible due to violent 
behavior. 
ii. Nutrition, hydration, elimination and physical hygiene every 15 
minutes and as needed 
iii. Comfort and safety measures — at a minimum every 15 minutes 
except when asleep 
iv. In restraints, release one limb at a time every 30 minutes for 5-10 
minutes each 
v. ROM exercise for restrained patients: every 15 minutes except 
when asleep 
vi. Privacy and modesty are maintained at all times 
vii. RN evaluates the possibility of early release of restraints/seclusions 
every 30 minutes 
5. When wrist and ankle restraints are used, assess for proper size and fit to 
prevent entanglement, strangulation, and or restriction of movement as 
appropriate 


bee 
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6. Patients’ behavior must be reassessed and documented every 30 minutes to 
justify the need for continued restraints/seclusion 


I. EARLY RELEASE OR DISCONTINUATION OF RESTRAINTS OR SECLUSION 


1. Implementing a time limited order for restraint/seclusion does not require 
applying the intervention for the entire period. Every attempt is made to 
remove the patient from restraint/seclusion as soon as possible. 

2. The decision to decrease the level of or remove the restraints or terminate 
the seclusion completely may only be made by the MD, other LIP, or 
Registered Nurse. 

3. The decision to remove restraints or remove the patient from 
seclusion must be based on an evaluation of: 

a. The patient's ability to cooperate 
b. A reduction of behavior(s) warranting the use of restraints or seclusion 
c. Availability and effectiveness of alternative or less restrictive methods. 


4. On Medical/Surgical units, restraints that are released during the presence of 
a family member for the purpose of caring for the patient’s needs, may be 
reapplied without a new order when there was no intent to discontinue the 
restraint at the time it was removed. 


J. Debriefing for Patients with Violent or Sclf-Destructive Behavior: 

1. Debriefing: Debriefing sessions are to be conducted with the patient and/or 
family, if possible and with patient consent, after each episode of 
restraint/seclusion on psychiatry and on medical/surgical units when restraint 
was ordered for behavioral reasons. Assistance is to be offered to help the 
patient meet the behavioral criteria necessary to prevent restraint episodes. 
Debriefing should occur as soon as possible but no longer than the next 
calendar day after the episode. 

2. Debriefing Session: The debriefing session is used to identify what led to 
the restraint/seclusion episode, what could have been done differently to 
prevent it and whether the patient's well-being, psychological comfort and 
privacy were addressed. 


K. PLAN OF CARE/ TREATMENT PLAN: 

1. The plan of care (on Medical/Surgical Units) or treatment plan (on 
Psychiatry) will be updated when the patient is placed in restraints or 
seclusion, indicating the type and goals of restraint/seclusion, along with 
criteria for determining when restraint/seclusion would no longer be 
necessary 

2. The patient's restraint or seclusion status is to be included in all - 
handoff communications. 


L. DOCUMENTATION: The _ following will be documented on _ the 
Restraint/Manual/Therapeutic Hold/Seclusion Order Form and Flowsheet, which 
will be included in the paper record: 

1. Orders for the time limited restraint/seclusion 
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Medical and behavioral evaluations 

Any alternatives or other less restrictive interventions attempted 

Face to face evaluation prior to restraint/seclusion order or renewal of order 

Behavior justifying the seclusion or restraint 

The patient’s response to the intervention(s) used, including the rationale for 

continued use of intervention 

7. Individual patient assessments and re-assessments, including pre-existing 
medical conditions and history of physical and sexual abuse 

8. The interval for monitoring 

9. Any injuries to the patient 

10. Description of information given to the patient re: behavioral criteria for 
discontinuation of the restraint/seclusion. 

11. Explanation given to the patient 

12. Notification of the individual’s family, when appropriate 

13. Patient and Family Education 


AN RUN 


In addition, the MD will document the following in the MD seclusion and restraint 
event note: 

1. A face to face evaluation of the patient 

2. Behavior justifying the use of the seclusion or restraint 

3. Any injuries to the patient ; 

4. Any relevant consultations 


M. REPORTING OF DEATH 
1. The following must be reported to the CMS (Centers for Medicare and 

Medicaid Services) Regional Offices: 

a. Every death that occurs while a patient is restrained or secluded. 

b. Every death that occurs in patients within 24 hours of being removed from 
restraints/seclusions. 

c. Every death that occurs within 1 week after they were restrained/ secluded 
if it can be reasonably assumed that the restraints/seclusion played a direct 
or indirect role of the death. "Reasonable to assume" includes, but is not 
limited to, deaths related to restrictions of movement for prolonged 
periods of time, or death related to chest compression, restriction of 
breathing or asphyxiation. 


2. All expirations in the institution require notification of the Attending 
Physician, Chief Nurse Executive / Designee, Nursing Director/Supervisor 
and Risk Management. The Nursing Director and/or Supervisor will respond 
to the unit of the expiration and will determine if the patient’s death falls under 
one of the CMS reportable categories as listed above. An occurrence report 
must be completed. 

3. Any death will be reported to DOH, NYPORTS, OMH/CQC NIMRS and the 
Justice Center by Risk Management. An RCA is required. 

N. TRAINING OF STAFF: 

1. Hospital and Medical staff members shall receive training as it relates to 
duties performed under this policy. Such training will take place during 
departmental or medical staff orientation (i.e. before the employee is asked to 
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implement the provisions of this policy). 

2. Training for nursing staff will be required on an annual basis, or more 
frequently if indicated by the results of standards and regulations. 

3. Individuals trained will be required to demonstrate competencies of the subject 
matter through consistent practices in the use of restraint and seclusion. 

4. Training programs will include return demonstrations and/ or post training 
tests in order to determine competency. 

5. Physicians and other Licensed Independent Practitioners such as Psychiatric 
Nurse Practitioners who order the restraints or seclusion will be trained in 
the requirements of this policy and shall demonstrate competency. 

6. Hospital Staff members who monitor, assess or apply restraints or place 
patients in seclusion will receive education, training and demonstrate 
knowledge based on the specific needs of the patient population in at least 
the following: 

a. Techniques to identify staff and patient behaviors, events and 
environmental factors that may trigger circumstances that required the use 
of restraint/seclusion 
The use of non-physical interventions skills 

c. Choosing the least restrictive interventions based on an individualized 
assessment of the patient’s medical and behavioral status or condition 

d. The safe application and use of all types of restraints used by the staff 
member, including training on how to recognize and respond to signs of 
physical and psychological distress (example: positional asphyxia) 

e. The clinical identification of specific behavioral changes that indicate that 
restraint is no longer necessary 

f. Monitoring the well-being of the patient who is restrained including but 
not limited to, respiratory and circulatory status, skin integrity and vital 
signs, and determination of any special requirements for the face to face 
evaluation 

g. The use of first aid techniques and certification in the use of 
cardiopulmonary resuscitation, including required periodic recertification 


7. Training Requirements: Individual providing staff training must be qualified as 
evidenced by education, training and experience in techniques used to address 
patients’ hehaviors that necessitate the use of restraints. The hospital will 
document in the staff personnel records that the training and demonstration of 
competency were successfully completed. 


O. PERFORMANCE IMPROVEMENT AND QUALITY MEASUREMENTS 
1. Continuous data collection on restraint/seclusion usage supports identification 
of opportunities for improvement 
2. Data collected for each episode of restraint/seclusion includes: 


a. Unit 

b. Shift 

c. Staff who initiated 

d. Length of episode 

e. Type of restraint 

f. Any injuries sustained by staff or patient 
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g. Patient identifier 
h. Patient age and gender 
i. Date, day of the week and time initiated 
j. Episode number 
k. Indication 
3. Monitoring of compliance with the restraint/seclusion policy is performed on 
a regular basis. Data collection includes: 
a. Reason for restraint/seclusion 
b. Patient assessment justifying the need for restraints/seclusion 
c. Preventative strategies/use of alternatives/least restrictive measures 
d. Documented time limit in each order. 
e. MD or other Licensed Independent Practitioner (LIP) signature on every 
order 
f. Face to face evaluation by an MD or other LIP 


V. ATTACHMENTS 


A. 


B 
Cc 
D 


BHC Restraint/ Seclusion Order Form & Monitoring Flow Sheet for Violent, Self- 
Destructive Behavior 

BHC Restraint/Seclusion Order Form & Monitoring Flow Sheet for non-violent, 
Non-Self Destructive Behavior 

Guidelines: Violent, Restraint/Seclusion Self-Destructive Behavior Order Form & 
Flow Sheet 

Guidelines: Non-Violent, Restraint Non- Self-Destructive Behavior Order Form 
& Flow Sheet 
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RESTRAINT /MANUAL/THERAPEUTIC HOLD/ 

SECLUSION ORDER FORM & FLOWSHEET 


VIOLENT, OR SELF-DESTRUCTIVE BEHAVIOR : 
UNIT / FLOOR: Patient La bel 


|. LESS RESTRICTIVE MEASURES USED PRIOR TO RESTRAINT OR SECLUSION EPISODE (To be done by RN): 

DC Allow for personal space O) Encourage patient to stay calm LJ Removal of the patient from stressor/stressful environment 

O Direct patient away from focus of anger O Increase observations CJ Offer time out O Redirect from inappropriate activities 
OD) Encourage verbalization of needs C Reorient patient to environmental/safety measures (1 Use attitude of expectations that 
patient will follow directions O Offer PO medication L] Use of sensory modulation equipment O Above effortineffective 


Il. RESTRAINT / SECLUSION ORDER (To be done by the Physician): 


Date and time of evaluation: 


Type of Restraint: 0 Wrist & Ankle O Manual Restraints O Therapeutic Hold O Seclusion 
Restraint Order Time: Start Time: End Time: 
Time Limit: 1-hours for Adults; 30 minutes for ages 9-18 years old; and 15-minutes for manual restraints of any age 


Clinical Justification for the use of Restraints / Seclusion 
Indication: OO IMMINENT DANGER TO SELF 0 IMMINENT DANGER TO OTHERS 


Initiated by: OORN ____(PRINT NAME) (TIME) and/or MD (PRINT NAME AND ID #) (Time) 


As evidenced by (specify behavior): 


0 FACE TO FACE EVALUATION DONE: Date: Time: MD NAME: 


O Pre-Exlsting Medical Conditions Identified (specify): : = 


O History of Physical/Sexual Abuse: OyYes . ONO If “YES” (specify) 
O Intellectual Disability: 0 YES ONO 
Vital Signs frequency:_Evary 15-minutes, when appropriate Treatment Compliance:O) YES ONO 


Medication ordered: , 


Ill. A. CRITERIA FOR RELEASE FROM RESTRAINT/SECLUSION EXPLAINED TO PATIENT? Oves ONo 


II]. B. EXPLANATION GIVEN TO PATIENT, FAMILY OR SIGNIFICANT OTHER, AND/OR LEGALLY RESPONSIBLE ADULT 
(Mandatory for Child/Adolescent): Oyes ONO 

Reason(s) for the use or Restraint/Therapeutic Hold/Seclusion and the behavior required for release explained to patient, and /or Family or 

significant other. Oves ONO 


If “NO” please explain: 


If YES, discussion took place (state name or individual or agency, date and time): 


Attending’s Name (Print): Attending Signature & ID 
RN’s Name (PRINT} pr _ =—_ RN’s Signature: 


IV. A. Notification of the Nursing Supervisor/ADON or ADN on duty IV. 8. Notification of the Attending on duty upon Initiation and 


upon Initiation of Restraint/Manual Hold/Therapeutic release from Restraint/ Manual Hold/Therapeutic 
Hold/Secluslon: Hold/Seclusion: 
Name: Date: Time: Name: Date: Time: 
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VIOLENT, SELF-DESTRUCTIVE BEHAVIOR MONITORING FLOW SHEET 


Monitoring and Intervention requirements: 1-Continuous in person observation 2-Monitor vital signs, when appropriate, Q15-inutes 3-Offer interventicns Q15-minutes 
4-Assess for continued need for restraints every 15 minutes 
CODES: 1-Aggressive/Angry 2-Agitated/Combative 3-Alert 4-Asleep 5-Anxious 6-Banging on door, window or wall 7-Calm  8-Cheerful 9-Confused | 
10-Crying/Depressed 11-Hallucinating 12-Mood Changes 13-Pacing/Restless 14-Physical/Psychological Changes 15-Spitting | 
16-Ready for Discontinuation 17-DISCONTINUED 
ACTIVITY/ PATIENT RESPONSES 
_ Use following codes for the flow sheet: v-Offered and/or Accepted R-Refused N/A-due to patients behavior Q15-minute v Check 
i i Vital Signs Nutriti iminati 
Time Se Circulation Check cia Privacy BEHAVIOR i ig ition sot ce ° 
(Military et Bie | cae Asia q Rom & (Please see above codes that B/P / Temp Fs ; oh f euas = | 
Time rity es aa Modesty | indicate behavior(s) being observed) PR/ RR ane Yerne 


R/L R/L Correctly Offered 
| 
| | | 


DATE/TIME RELEASED: Oam OPM NOTIFICATION of the DON/ADON/ADN on duty upon release (Name) (Time) 
NOTIFICATION of the Attending on duty uponrelease (Name) —“(i‘“‘CSCCCCCCCC‘é( Trim) 
Initial | PRINT NAME / SIGNATURE & TITLE (MUST BE LEGIBLE) 
| 
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Restraint/Manual Hold/Therapeutic Hold/Seclusion Episode Patient Label 
DE-ESCALATION PROCESS (To be done by the RN) 


(Please check v if applicable) YES NO | 
Have we explained the kind of behavior expected for release? 


\f “NO” (please explain) 


ls patient able to understand the rationale for this type of If “NO” (please explain) 
intervention? 


_ Are we assessing readiness for release? | If “NO” (please explain) 


| Has the patient been made as comfortable as possible under these | If “NO” (please explain) 
circumstances? 


Were the techniques identified by the patients to help him/her calm \f “NO” (please explain) 


down addressed and implemented? 


Were there any indications of escalating behavior PRIOR to the If “NO” (please explain) 


event? 


Was the patient searched? If “NO” (please explain) 


Was assistance required to de-escalate the patient? If “YES” (please check ~ all which apply): 


O Crisis Management Team O Hospital Police O Both 


eS SE SSS ee OES 
(Please check “ all which apply) 


D Self-Injurious Behavior D Severe Agitation 0 Hallucination 1 Sudden Mood Change 
OD Menacing/Threatening D Physical Altercation D Other Behaviors (Please Describe): 
PRINT NAME/ SIGNATURE AND TITLE (MUST BE LEGIBLE): Date: 
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Patient Debriefing PROCESS (To be done within 24 hours) 


| Patient's understanding of the precipitating events: 
O Patient refuse to cooperate with the debriefing © Patient is developmentally unable to process O Verbalize understanding of the expected behaviors 


Please ask patient the following: 


1. 


| PRINT NAME AND TITLE (MUST BE LEGIBLE): 


How can we better understand what you need(ed)? 


What upset you most? 


What did we do that was helpful? 


What did we do that got in the way? 


What can we do better next time? 


Is there anything that you would do differently? 


| ; ; 
SIGNATURE: Date: 
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RESTRAINT ORDER FORM & FLOWSHEET 


NON-VIOLENT,NON-SELF DESTRUCTIVE INDICATIONS 


NIT / FLOOR: Patient Label 
LESS RESTRICTIVE MEASURES USED PRIOR TO RESTRAINT EPISODE (To be done by RN): 
O Family sitter 011:1/Close observation © Moved closer to the Nurses’ station CO Appropriate pharmacological treatment 


OD Explalned the Importance of not pulling out medical devices 0 Diversionary activities: Music/TV/Headphones/Earplugs O Mittens without strap 
C Environmental Modification (Subdued lighting/Quiet room/Soothing sounds) © Physical activity/position changed © Ambulatlon with assistance 
O Bed Exit Alarm Others: 


RESTRAINT ORDER (To be done by MD): 


Date: Time: Hours (military time) Duration: Hours (time limit: 24-hours) 
TYPE OF RESTRAINT: O Wrist: R or L OAnkle: R&L R or L 


REASON FOR RESTRAINT: 
O To ensure physical safety of the patlent 
O To provide medical healing/prevent removal of vital medical devices 


Emergency Restraint Application Initiated By: [ MD/RN Ombd ORN _ Time:_ Hours O N/A 
O FACE TO FACE EVALUATION BY MD FOR THE APPROPRIATENESS OF RESTRAINT 
O Pre-Existing Medical Conditions Identified: ONO OYES, (specify): 


C History of Physical/Sexual Abuse: ONO OO YES (specify): 

O Mental Retardation: : ONO 0 YES 

O Vital Signs freauency: Every 4-hours ONO - OYES (specify): 

O Attending Physiclan notifled: Name: Date: Time: 
MD’s Name: s. —* (PRINT) ID#: MD's Signature: 


. C1 PLAN OF CARE INTITIATED / REVIEWED / UPDATED 


IV. CL. ADON/ADN ON DUTY NOTIFIED: Name: DATE: TIME: (military time) 
RN’s Name: _({PRINT) RN’s Slgnature: 
V. RESTRAINT RE-EVALUATION (required every 24-hours): Date: Time: (military time) 
OUTCOME: (OC Restraint Renewed (see new order) O Restraint Discontinued 
MD’s Name: _(PRiNT) MD’s Signature: RN‘s Signature: 
IF RESTRAINT IS RENEWED... DO NOT FILL IN INFORMATION BELOW 
VI. RESTRAINT DISCONTINUEATION (restraint can be discontinued if the patient meets any of the following criteria): 


O Patlent's vital medical devices removed O No risk for removal of medical devices © Patlent can be managed with less restrictive forms of care 
O Patlent alert and orlented, able to Interact with staff O Patlent able to understand, follow instructions and cooperate with treatments 


MD’s Name: (PRINT)  ID#: MD’s Signature: a 


RN’s Name: ___(pRint) RN’s Slgnature: 
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ADMITTING DIAGNOSIS: 
DATE: 
Q30 Mins [V] = Done 


Circulation 
Check of 
Restrained 
Extremity 


Ti 
nt) in| 
“Tim | Integrity 


NON VIOLENT, NON-SELF DESTRUCTIVE RESTRAINT MONITORING FLOW SHEET 
Restraint Monitoring Sheet: to be monitored every (30) mins; Release restraints every [2] hours, onelimb at a time for [5-10] mins; ROM & Turn every [2] hours; V/S, Nutrition, Elimination, Hygiene every (4)hours & PRN 


ew te 


| Privacy & 
Modesty 
Maintained 


Turn / 
Position 
Change 


Restraint 
Released 
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RN EVALUATES FOR EARLY RELEASE OF REST2AINTS EVERY (2) HOURS 


ACTIVITY/ PATIENT RESPONSES 


Patient Response 


Q4 Hours & As NEEDED [ ¥] = ACCEPTED 
Vital Signs 


{R] = REFUSED 
Nutrition | Elimination 
Bed Pan / 


c ; 
ood / Fluid ileal 


Offered 


Physical 
Hygiene 
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Indicate discontinuation of restraintin Restraint Released column. *Codes for Nutritioncolumn: check [J]= Patient Took Food/Fluid, [R] = Refused, [TF] = Tube Feeding, [NPO] = Nothing by Mouth. {IVF} = IV Fluid, 
[TPNIPPN] = Hyperalimentation. *Codes for Elimination column: check (J]=Accepted, [R] = Refused, [FC] = Foley Cath, [CC] Condom Cath, [SC] = Straight Cath, [0] = Ostomies, [BC] =Indwelling BowelCath 


DATE: / / 


| Q30 Mins [V] = Done 


Time 
(Military 
Tina! 


w 
°o 


w 
° 


Skin 
Integrity 


Circulation 
Check of 
Restrained 
Extremity 


Restraint 
Released 


Turn / 
Position 
Change 


Q2 Hours [V] = Done 


Privacy & 
Modesty 
Maintained 
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ACTIVITY/ PATIENT RESPONSES 


OC Aware 


Patient Response 


OAsuze OCam 


Q4 Hours & As NEEDED [ Vj = ACCEPTED 


Vital Signs 


Nutrition 


Food / Fluid 
Offered 


[R] = REFUSED 


Elimination 
Bed Pan / 
Urinal 


Physical 
Hygiene 


| Initials 


er ae aN 
oan eae is a cl oka OT 
RN 


O Aware 


OAsurep OCam 
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DATE: / / 


to use of physical restraint 


grooming related to use of physical 
restraint 


3. Patient/family/significant other (S.0.) 
education 


4. Other: 


RN / MD 
INITIALS 


1. Potential for discomfort and injury related 


2. — Self-care deficit, feeding, toileting, hygiene, 


INTERDISCIPLINARY RESTRAINTS PLAN OF CARE 


Patient will be free from discomfort and injury 
related to restraint. 


Restraint will be discontinued as soon as possible 
when the indication no longer exist. 


Patient's physical needs will be taken care of 
while on restraints. 


Patient/family/S.O. will verbalize understanding 
of the information/explanation given regarding 
the use of restraints. 


PRINT NAME 


' 
‘ 


‘ 
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oO; oO O OOO OO OO O O OO 


Restraint is applied properly 

Check restraint q [30] minutes for skin 
integrity and circulation 

Release restraint for [10-15] one limb ata 
time 

Perform range of motion and exercises to 
the restrained limb(s) q {2) hrs 

Check vital signs q [4) hrs and PRN 

Assess mental status, respiratory and 
cardiac condition 

Notify MD for significant changes 

Reassess patient for possibility of early 
release 

Turn patient and change position q [2] hrs 
Offer food/fluid to patient at least'g [4] hrs 
Offer bedpan/urinal to patient at least q 
[4] hrs 

Render mouth care and physical hygiene q 
[4] hrs and as needed 

Provide privacy and maintain modesty at 
all times 

Inform family/S.O. as soon as patient is 
placed on restraint and explain the reason 
for restraint 

Explain to patient when possible the 
reason for restraint 

Encourage family/S.O-. to ask questions 
about their concems on restraint and 
provide with answer 

Inform/update family/S.O. on the patient's 
condition and the possibility of 
discontinuation of restraint 


Q 


Q 


Reassessed: Patient still needs restraint; 
continue with the plan of care 


Resolved: Restraint discontinued 


Reassessed: Patient still needs restraint; 
continue with the plan of care 


Resolved: Restraint discontinued 


Reassessed: Patient still needs restraint; 
continue with the plan of care 


Resolved: Restraint discontinued 


SIGNATURE , 


PROBLEM PLAN / GOAL INTERVENTIONS / ACTION EVALUATION | i 


INITIALS 


Page 4 of 4 


NYC 
HEALTH+ 
HOSPITALS | Bellevue 
ADMINISTRATIVE POLICIES AND 
PROCEDURES 


Attachment C: Guidelines: 


Violent, Self-Destructive Behavior Order Form & Flow Sheet 

7 . RN DOCUMENTATION _ ok eel ’ 
|. Alternative measures used prior to restraints | RN will check off the boxes of the alternative measures 
or seclusion episode (To be done by RN) that were used prior to restraints or seclusion episode. — 
O Allow for personal space 0 Encourage patient to stay calm O) Removal of the patient from stressor/ 
stressful environment O Direct patient away from focus of anger O Increase observations O Offer time 
out O Redirect from inappropriate activities (1 Encourage verbalization of needs O Reorient patient to 
environmental/safety measures QO Use attitude of expectations that patient will follow directions O Offer 
PO medication 0 Use of sensory modulation equipment_ 0 Above effort ineffective 

= MD DOCUMENTATION q 

ll. Restraint/Seclusion order: (To be done by This is the actual order for the restraint/seclusion 
the Physician Lele = be done by the Physician) al 
Date and time of evaluation: (The actual date of the restraint/seclusion episode aud evaluation) 
Type of Restraint: O Wrist & Ankle OO Manual Restraints O Therapeutic Hold O Seclusion 
(check whether itis Wrist & Ankle, Manual Hold, Therapeutic Hold or Seclusion) 
Restraint Order Time: Start Time: End Time: (Please see the time limit according to age) 
Time Limit:1-hours for Adults; 30 minutes for ages 9-18 years old; and 15-minutes for 
manual restraints of any age 


Clinical Justification for the use of Restraints / Seclusion 
Indication:O IMMINENT DANGER TO SELF D0 IMMINENT DANGER TO OTHERS (Check one or both) 
Initiated by: (Restraints or seclusion episodes can be initiated by the RN and an order must be obtained within an 


initiate a restraint or seclusion episode, indicate the time it was initiated) 
ORN (PRINT NAME) __ (TIME) and/or OMD (PRINT NAME AND ID #) _ (TIME) 
As evidenced by (specify behavior): (Specific 


FACE TO FACE EVALUATION DONE: __ Date: Time: MD NAME: 
(All episodes requires face to face evaluation hy the MD- for the initial or the need to continue the restraint/seclusion 


Pre-Existiny Medical Conditions Identified (specify): 
(Any known, or pre-existiny medical conditions need to be documented, example: Asthma) 

History of Physical/Sexual Abuse: OYES ONO If “YES” (specify) 

(Any history of past or present physical/sexual abuse history has to he considered when placing a patient ina 
restraint/seclusion that may fiwther create traina, example: RAPE) 


Intellectual Disability: 0 YES ONO (Check appropriate box) 


Vital Signs frequency:_ Every 15-minutes, when appropriate 

(vital signs every 15 minutes when appropriate, there will he times when taking vital signs will increase the patients 
agitation, when this occurs the staff monitoring the patient will be able to take the pulse aud respiration of the patient) 
Treatment Compliance: YES O NO (Js the patient compliant with his medication, his treatment plan during his 


(We try to explain to the patient what behaviors are expected for early release from restraint or seclusion. It is 
tportant to release the patient from restraint or Seclusion as early as possible) 
I. B. EXPLANATION GIVEN TO PATIENT AND/OR FAMILY OR SIGNIFICANT OTHER: OYES ONO 


Manual Code: R-14 Use of Restraints and Seclusion 


NYC 
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ADMINISTRATIVE POLICIES AND 
PROCEDURES 


(Section III is mandatory for Child & Adolescent patients) 


Reason(s) for use of Restraint, therapeutic Hold, or seclusion and behavior required for release explained to patient, 
and /or family or significant other? 

If No, please explain: _ 

Of possible we try to explain tw the patient thy he or she ix beiny rest strained oF. secludeal: there will be times when the 
patient is too agitated to listen, then the staff can check (| NO) 


If Yes, discussion took place (state name of individual or agency, date and time):_ 

(Must name the agency or the individual the MD spoke with on the phone; there may be times when a generalized 
message stating a call hack is dane, NO PATIENT INVF'O MUST BE GIVEN) 

ATTENDING’S NAME(Print): ATTENDING’S SIGNATURE and ID#: 


Nurse's Name (Print): Nurse’ s Seattatei: 


(The Nurse is signing affon the order) 
IV A. Notification of Nursing Supervisor/ A.D.O.N. or A.D.N. on duty 
(Nurses must nolifv the Leadership on duty for all restraint/ Manual Hold/Therapeutic Hold/Seclusion episodes, 


call or page the individual on duty and provide patient's name and time of intervention intiated . 


IV B. Notification of Physician on duty: 


(nthe Department of Psychiatry, the Physician is called immediately for_any stu IM/PRN and/or 
Restraint/Seclusion orders. In the General Care Areas, the Crisis Management team can be activated for 


assistance; Psychiatrist on duty must be called for all restraints that occu in the General 
Care Areas for BEHAVIORAL INDICATIONS to evaluate the patient). 


ASSIGNED NURSING STAFF DOCUMENTATION (FLOW SHEET) 

Monitoring and Intervention requirements: 

1. Continuous in person observation 2. Monitor vital signs, when appropriate, Ql5min 3. Offer interventions Q15 min 
4. Assess for continued need for restraints every 15 minutes 

(The above monitoring and intervention requirements have to be done every 15 minutes except for vital signs. Vital 
signs may be done when appropridle) 

CODES: 

1-Aggressive/Angry 2-Agitated/Combative 3-Alert 4-Asleep 5-Anxious 6-Banging on door, window or wall 
7-Calm 8-Cheerful 9-Confused 10-Crying/Depressed 11-Hallucinating 12-Mood Changes 13-Pacing/Restless 
14-Physical/Psychological Changes 15-Spitting 16-Ready for Discontinuation 17-DISCONTINUED 


(These are the codes that correspond to the Patients' behavior, to he used by the assigned staff when documenting the 

BUHA VIOR (C ‘ai Daf the patient placed in Behavioral Restraints). 
PAT ESPONSES:; (O 15 minute Check) 

Time- Enter/Use vilitary time in the first column 

(Every spaces in the checkfist necds to be filledddocumented on while patient is on restraints) 


Use V- offered &or accepted: R— refused; N/A - due to Patient's behavior in the following columns: 
Skin Integrity 
Circulation check- Upper extremity ( R/L) and Lower extremity (R/L) 


Manual Code: R-14 Use of Restraints and Seclusion 


Heat. | Bellevue 


ADMINISTRATIVE POLICIES AND 
PROCEDURES 


Restraints intact and positioned correctly 
ROM 

Privacy and Modesty 

Nutrition- Food/Fluid offered 
Elimination- Bed pan/urinal offered 
Physical Hygiene 


Behavior- Use the codes that indicate the behaviors being observed 
Vital Signs (BP/Temp/PR/RR)- Irite the VS data on the space provided 
Initial- Staff assigned will put initials on this column, RN to assess patient every 30 minutes and co-initial while 


patient is in Restraint/seclusion. 


NOTIFICATION of ADN/ADON and Physician on duty: 
(Notify Nursing administration and Physician on duty when the patient has been released. Should an injury occur 


during the restraint or seclusion process, praper documentation must be done and reported immediately to the 


Nursing Supervisor/A.D.O.N. or AD.N. on duty, refer patient to the Physician for evaluation. Take note of the names 
(ADN/ADON and Physician on duty) and time of report) 


PRINT NAME / TITLE/INITIALS 
(Any s taff who monitors the patient and documents in the flow sheet; RN who assessed patient must Print name, title 


(Place patient's label on the upper right hand of the fornd 


DE-ESCALATION PROCESS 


(Please check V if applicable) 
Have we explained the kind of behavior expected for release? OYES ONO 


Is patient able to understand the rationale for this type of intervention? OYES ONO 

Are we assessing readiness for release? . DYES ONO 

Has the patient been made as comfortable as possible under the circumstances? DYES ONO 

Were the techniques identified by the patients to help him/her calm down addressed and implemented? 
OYES ONO 

Were there any indications of escalating behavior PRIOR to the event? OYES ONO 

Was the patient searched? OYES ONO 

(If above response is NO- Write explanation on the space provided.) 


Was assistance required to de-escalate the patient? 
If “YES” (please check V all which apply): 
C1 Crisis Management Team CO Hospital Police 0) Both 


Restraint Care Plan (Post Restraint/Seclusion episode) 

(Please check V all which apply) 

OD Self-Injurious Behavior C1 Severe Agitation CO Hallucination C1 Sudden Mood Change 
O Menacing/Threatening O Physical AltercationO) Other Behaviors (Please Describe): _ 
(Please describe behavior observed which is not written above) 
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ADMINISTRATIVE POLICIES AND 
PROCEDURES 


eas NAME/ SIGNATURE /TITLE/Date: 
( 


Print your name legibly: put signature and title, and date at the h 


(Place patient's label ow the upper rivht hand of the form) 


? MD DOCUMENTATION —~ — 
(The debriefing process can be done after the panent has cahued down or it may be dane 2-4 hours after the restraint/ 
seclusion episode. This is documented by the Physician, although the debriefing process with the patient can be done 


with the interdisciplinary team.) 


Patient’s understanding of the precipitating events: 
O Patient refuse to cooperate with the debriefing 0 Patient is developmentally unable to process 
O Verbalize understanding of the expected behaviors 


Patient Debriefing Process: 
Please ask the following questions and write patient's response in the space provided: 
How can we better understand what you need(ed)? 
What upset you most? 
What did we do that was helpful? 
What did we do that got in the way? 

What can we do better next time? 

Is there anything that you would do differently? 


PRINT NAME/ SIGNATURE /TITLE/Date: 
(Prim your name legibly, put signature and title, and date at the bottont of the forn) 
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DIVISION OF NURSING / PATIENT CARE SERVICES 
STAFF DEVELOPMENT 
GUIDELINES: RESTRAINT ORDER FORM AND FLOWSHEET NON-VIOLENT. 
NON-SELF DESTRUCTIVE RESTRAINT FORM 


PART A: RESTRAINT ORDER 
NUMBER as GUIDELINES 
Stamp with patient's addressograph 
Write the Floor/Unit of the patient : 
|. Less Restrictive Measures used prior to restraint: (fo be done by RN): 
3 (-} Check the box(es) to indicate all the less restrictive/alternative measures used before restraining the 
patient 
ay 9 Emergency Restraint application initlated by: Check the box to indicate who initiated the restraint. Write the 


time it was Initiated in military time. Check [N/A] if the restraint is not an emergency or urgant application. 
ll. Restraint Order (to be done and completed by MD): 


Write the date of the restraint order 


a 
b. Write the time in military time of the restraint order 
c. Write the duration of the restraint (time limited: maximum of [24] hours) 
d. Check the box to indicate the type of restraint ordered 
e. Circle right/left/both as appropriate 
f. Check the box to indicate the reason for restraint 
Check the box to indicate that a face to face evaluation was done to assess for the appropriateness of 
restraint. (For emergency application of restraints, face to face evaluation has to be done within [1-2] hours) 


Check the box to indicate that pre-existing medical conditions is assessed. Check none or yes; if yes, specify 
the medical conditions 

Check the box to indicate that patient was assessed for history of physical/sexual abuse. Check (none or yes}; 
if yes, specify 


aa: the box to indicate that patient's Vital Signs has to be taken every [4] hours 


Check the box to indicate that the Attending Physician was notified by the house staff. Write the name of the 
attending, date and time notified 


oe MD Name, write MD ID # and MD Signature 


lll. Check the box to indicate that the interdisciplinary Plan of Care was inltlated, reviewed or updated. 


\V. Check the box to indicate that ADON/ADN on duty was notified of the restraint: 
a. Write the name of the ADON/ADN notified 
b. Write the date and time using military time 


Print RN Name and Signature 


V, Restraint Re-evaluation: 
MD must reassess the need to continue the restraint within [24] hours: 
i. Write the date and time of re-evaluation 


ii, Check the box for the outcome of the re-evaluation 

If the outcome is Restraint Renewed, a new order has to be written and a new flow sheet has to be 
started. Do not complete the information below (Guideline #16, VI. Restraint Discontinuation) 

If the outcome is Restraint Discontinued, proceed to complete Guideline # 16, VI. Restraint 
Discontinuation 

Print MD Name and Signature on the space provided 

RN Signature on the space provided 


Restraint Discontinuation: 
(J Check the box to indicate the applicable criteria for the discontinuation of restraint 


a MD Name and Signature . 


__ [Print RN Name and Signature 
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DIVISION OF NURSING/ PATIENT CARE SERVICES 
STAFF DEVELOPMENT 
GUIDELINES: RESTRAINT ORDER FORM AND FLOWSHEET NON-VIOLENT, 
NON-SELF DESTRUCTIVE RESTRAINT FORM 


PART B: RESTRAINT MONITORING FLOW SHEET: 


Restraint to be monitored every [30] minutes 

Restraint release every [2] hours, one limb at a time for [5-10] minutes 

Range of motion (ROM), turn/change position every [2) hours 

Vital Signs every [4] hours 

Nutrition, Elimination, Physical hygiene to be offered every [4] hours and as needed 
RN evaluates for the possibllity of early release of restraint every [2] hours 


OOOOOO 


NUMBER ae GUIDELINES _ 
{ Admitting Diagnosis: Write the patient's admitting diagnosis 
2 Date: Write the date flow sheet is started Peat, 
3 Address each item under Activity/Pationt Responses according to their time interval (Q30 min, Q2H, 
4 


Q4H) = . 
Time Column: Write the appropriate hour using military time, starting from the first line provided 

Skin Integrity Check Column: Write a check mark (1) for normal skin condition (skin integrity, color, 
5 temperature and sensation are within normal) or an [X] mark for abnormal findings. Abnormal findings 


must be reported to MD/RN immediately and documented in the progress notes = 
Circulation Check Column: Write a check mark (v) for adequate circulation of the restraint limb(s) or 


6 an [X] mark for abnormal findings. Abnormal findings must be reported to MD/RN immediately and 
documented in progress notes _ , 

7 Restraint Released Column: Write a check mark (V) when restraint is released. Write Discontinued 
when restraint is discontinued i 

8 Range of Motion (ROM) Column: Write a check mark (V) when range of motion (ROM) exercises were 
performed on the restrained extremities 

9 Turn/Position Changed Column: Write a check mark (v) when patient is turned or position was 
changed 

40 Privacy and Modesty maintained: Write a check mark (¥) to indicate that the patient was provided 
privacy and modesty maintained at all times = na 

11 Patient Response: Check the appropriate box (¥) to indicate the patient's response while on restraint 

42 Vital Signs (V/S) Column: Write patient's vital signs in the space provided in the following order: Blood 
Pressure (BP), Pulse Rate (PR), Respiratory Rate (RR) and Temperature (7) — 
Nutrition Column: Write a check mark (¥) when patient took the food/ fluid offered, write (R) when 

13 patient refused. Write (TF) if receiving tube feedings, (NPC) If there is an order for nothing by mouth, 


(IVF) if patient is receiving intravenous fluid (IVF) and (TPN) or PPN if patientis receiving 
Ellmination Column: Write a check mark (v) when patient accepted offer to use bed pan/urinal or 


44 bathroom and R if patient refused. Write [FC] if patient has foley catheter, [CC] pt has condom catheter, 
[SC] straight catheterization was done, [O] pt has colostomy and [BC] for indwelling bowel catheter 
(Actiflo/Zassi) 

45 Physical Hygiene Column: Write a check mark (v¥) when mouth care/physical care is rendered to the 


patient such as bed bath, incontinence care, hair shampoo, hair combed, body lotion applied, etc. 
Initial Column: Sign your initial after addressing any activity/patient response in the corresponding time 


16 interval. The RN must sign his/her initial every [2] hours Indicating that the need for restraint was 
reassessed for the possibility of early release 
17 Signature Table: Staff signs his/her initials, full Signature and title 
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PSYCHIATRIC CRISIS PREVENTION TEAM: CODE GREY 


Subject: Response to violent, assaultive or escalating patients in the acute psychiatric 
inpatient area: Crisis Prevention Team 


Purpose: To provide a safe, non-invasive intervention to incidents of violence, potential 
violence, aggression, or escalating behavior, by patients, in the acute psychiatric 
inpatient areas, where staff present in the area need assistance to control the situation. 


Policy: It is the policy of Coney Island Hospital to protect patients, staff and visitors 
from potentially violent or aggressive confrontations. In the case of violent or aggressive 
behavior by patients of CtH, a crisis Prevention and Intervention Team has been 
established to handle the situation through the safest, least restrictive means possible. 
The Crisis Prevention Team assists a patient in regaining contro! of behavior by 
providing the best possible care, welfare, safety, and security for the patient, staff and 
other patients. The Crisis Team provides support by: 
e Providing staff assistance by deescalating potentially dangerous psychiatric 
emergencies in a safe, compassionate, respectful and dignifted manner 
e Escorting a patient to a safe area, by using least the restrictive means and 
helping to deescalate the patient 
e Assisting with the application of restraints or seclusion (last resort) when-:’ 
necessary to provide safety for the patient and others 
e Assisting in the administration of emergency medications 


Definitions: 

Psychiatric Crisis Prevention Team or CODE GREY: A team of professionals who have 
been specially trained in Crisis Prevention Intervention techniques. There will be 1-2 
staff assigned from each inpatient unit per shift assigned to respond to Code Grey 
activations on the inpatient units. 


The team trained in the methods of Crisis Prevention Intervention (CPI) and or 
Preventing and Managing Crisis Situations (PMCS) may be comprised of: 
e Psychiatric Technicians from each inpatient unit 
Nursing Supervisor, Head Nurse, or designee 
RN from the unit 
Psychiatrist/NP 
Therapy Staff 
Behavioral Health Associate (BHA) 
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PSYCHIATRIC CRISIS PREVENTION TEAM: CODE GREY 
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e NOTE: Hospital Police do NOT respond to Code Grey activations, and are NOT 
considered part of the Psychiatric Crisis Prevention Team. In cases of violent 
assault or where such assault is imminent, DR. BLUECOAT must be activated by 
dialing 2580 on the hospital phone system in addition to activating the CODE 
GREY response by dialing 7788 as outlined below. 


Responsibilities: 


Unit Staff: 
e Responsible for identifying psychiatric emergencies regarding assistance 
e Summoning the Crisis Prevention Team or Code GREY 
e Contacting the patient's treating physician on Tour II 
e Directing other patients, staff or visitors away from the area. 
e Contact “On Call’ psychiatrist during Tout JIl & Tour | 
Team Leader Role: 
e RN from unit Summoning CODE GREY Team, or may be first person on the 
scene or staff member with best rapport with patient 
e Responsible for informing area personne! and Crisis Prevention Team of 
background and status of situation 
e SBAR (Situation, Background, Assessment, Recommendations) method used 
for assessing the need for restraint or seclusion. 
e Team Leader will direct all team activities, maintain communication with the 
patient, and complete a response assessment following the incident. 
e Team Leader may direct an Acting Team Leader to continue to maintain 
communication with the patient. 
Psychiatric Technicians and BHA’s: : 
e Responsible for acting in concert under the direction of the Team Leader 
e Safely deescalate the situation or assist in the application of restraint as a last 
resort. 
Psychiatrist: 
e Responsible with the Team Leader for determining the need for restraint. 
e Writes appropriate orders, 
e Records Team’s actions and patient’s status in a progress note. 
Head Nurse, Supervisor or Designee: 
e Coordinate with unit personnel to ensure the safety of the other patients and 
staff and to ensure the availability of required equipment. 
Therapists: 
e Responsible to safely deescalate the situation under the direction of the Code 
Grey team leader. 
e Assists with the active engagement of other patients on the unit to prevent 
potential problems during the crisis situation. 
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Procedure: 

In the event of an incident of violence or aggression at ClH psychiatric inpatient units, 
the following actions will be taken: 

The individual nursing staff member, who summons the Crisis Prevention Team or 
CODE GREY Tean, will utilize the following procedure: 


1. DIAL 7788 

2. CLEARLY & SLOWLY STATE “CODE GREY” + SPECIFY UNIT + LOCATION 

3. The Team will immediately be paged by beeper and overhead to respond to the 
scene of the incident and assume responsibility for the situation as follows: On 
arrival, the Team Leader or designee will inform the Crisis Prevention Team or 
Code GREY of the background. Whenever possible, the Team Leader should 
determine whether ALL attempts have been made to control a potential situation 
of violence or aggression that could result in the use of physical non-violent 
intervention This should include the following interventions: 

. Verbal de-escalation 

. Assisting the patient to identify the source of his/her distress, to resolve 

the crisis 

. Redirection 

. Limit setting 

. Isolation to a more private area (separate from others patients) reduce 

noise 

. 1:1 intervention, to decrease stimulation 

. PRN medication 

4. The Team Leader will be in charge of the situation and is expected to direct staff 
accordingly. The Team Leader will be responsible for assessing the situation and 
determining with the Psychiatrist, whether restraint or seclusion in indicated. 


qm mogd w > 


5. No action shall be taken until the arrival of at least two (2) team members arrive 
at the scene of the incident. The team shall follow the Crisis Prevention and 
Intervention Procedure, and the team will act in a non-punitive manner. 


6. At the conclusion of the incident, the Code Grey Team Leader shall conduct a 
debriefing with the unit staff and CODE GREY Team regarding the crisis event. 


7. Documentation of the Code Grey will be completed on the appropriate form 
(attachment) indicating reason for referral and evaluation by team. Original will 
be placed in patients chart and a copy will be forwarded to Behavioral Health 
Nursing Administration. 
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POLICY FOR THE USE OF RESTRAINTS AND SECLUSION 


PHILOSOPHY: 
Coney Island Hospital recognizes that restraint and seclusion can produce an inherent risk to the 
physical and psychological wellbeing of the patient. The leadership understands the risks associated 
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’ with restraint use and supports the use of preventive strategies and innovative alternatives first, because 


restraints and seclusion are used as a fast resort, and they are considered only when least restrictive 
measures are ineffective to ensure the immediate physical safety of the patient or others. Additionally, 
the hospital strives to reduce and eliminate the use of restraints or seclusion to control behavior through 
restraint reduction initiatives, on-going performance improvement activities, analysis of aggregated 
data on restraint use as part of our Performance Improvement program. 
PURPOSE: 
To provide appropriate guidelines for all Hospital Staff when utilizing restraint or seclusion based on 
applicable laws and standards. 
POLICY: 
Every attempt must be made to prevent the use of restraint and seclusion and create a physical, social 
and cultural environment that limits restraint or seclusion use to clinically and adequately justified 
situations; reduce use of restraint and seclusion through preventative or alternative strategies to ensure 
the protection of the patients’ health and safety; and preserve the patient’s dignity, rights, and 
wellbeing. y 
The goal of New York City Heath + Hospitals and its facilities is to work toward a restraint and 
seclusion free environment and recognizes that patients have the right to a restraint and seclusion free 
environment. 
Indications for Restraint and Seclusion 
1. Restraint for the management of patients with violent or self-destructive behavior may only be 
used to manage violent or self-destructive behavior that jeopardizes the immediate physical safety 
of the patient, a staff member, or others. 
2. Restraints for the management of patients with non-violent and non-self-destructive behavior are 
driven by an acute medical problem. 
Initiation of Restraint Orders 
At Coney Island Hospital the LIP (Licensed Independent Practitioner) who can order restraints is the 
physician licensed in the State of New York to practice medicine; a resident with an appropriate 
competency under the supervision of an attending physician may order non-behavioral health 
restraints. If the restraint was not ordered by the patient’s attending physician, he/she must be 
consulted as soon as possible. 
Initiation of restraint in the absence of a physician 
A patient may be placed in restraints only by or under the direct supervision of a registered 
professional nurse. When restraints have been placed under the direct RN supervision for emergency 
purposes, 2 face-to-face assessment and written order must be obtained within one (1) hour for non- 
behavioral health. Patients placed in restraints for violent or self-destructive reasons must be placed 
on 1:1 observation and a face to face assessment and written order must be obtained within 30 
minutes. 
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DEFINITIONS: 


A. Restraints 
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e Any manual method, physical or mechanical device, material, or equipment that immobilizes or 
reduces the ability of a patient to freely move his or her arms, legs, body or head. A drug or 
medication used as a restriction to manage the patient's behavior or restrict the patient's freedom 
of movement and is not a standard treatment or dosage for the patient's condition. 

“Chemical Restraints" are not allowed at Coney Island Hospital (CTH). 


B. Manual Restraint: 


e Use of manual or physical method 


e Using your body to hold the patient to manage violent or self-destructive behavior that threatens 
the patient’s, staff's or other’s safety, e.g. holding a patient’s arm to keep him/her from hitting 


the wall or a staff member. 


e For manual restraint, orders must be limited in duration to 10 minutes for patients of any age. In 
every case, the use of manual restraint must be limited to the duration of the emergency 
situation, regardless of the length of the order. 


C. Mechanical Restraint: 


e An apparatus that restricts a_patient’s movement of the head, arms, legs, or body. 

e Use of all 4 bed rails is considered restraints, only if patient cannot remove bed rails 
e Two point restraints are not to be applied to the same side of the patient 

¢ No mechanical restraints should be used on children 9 and under. 


NOTE: Do not place patients in prone position while in restraints, this will prevent 


asphyxiation. Arm must remain at side. 


D. Restraints do not include: 


‘e Devices used for partial or total immobilization of a patient for medical/surgical reasons as a 
standard practice or integral component of medical, dental, diagnostic, or surgical 


procedures/treatment. 


e Protective equipment usage such as tabletop chairs or orthopedic devices for postural support 
and other adaptive or protective devices that are implemented based upon the assessed need of 


the patient. 


e Handcuffs or other restrictive devices (shackles, body nets) applied by law enforcement 
officials.in criminal matters for custody, detention and public safety reasons. 
e Side rails on a stretcher during transport, during anesthesia or sedation recovery to prevent the 


patient from falling out of bed. 


E. Seclusion is the involuntary confinement/placement of a patient alone in a room, or area from 
which the patient is physically prevented from leaving. Seclusion may only be used for the 
management of violent or self-destructive behavior that jeopardizes immediate physical safety of 


the patient, staff member or other. 
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GUIDELINES FOR USE OF RESTRAINT AND SECLUSION ON BEHAVIORAL HEALTH UNITS: 


Patient rights: Wherever possible, every attempt should be made to avoid the use of restraint and 
seclusion, as it is known to be potentially harmful both physically and mentally. Restraint and seclusion 


have 


should be used only in unusual circumstances and only after all reasonable, less restrictive alternatives 


been attempted or considered. 


Patient’s rights, dignity, and well-being will be protected during restraint/seclusion usage; 

The staff is encouraged to inform patient of less restrictive methods and to use the personal safety 
plan to calm him/her down. 

The patient is educated, whenever possible, to the reasons for restraint or seclusion usage; and the 
behavior criteria needed to discontinue it; ; ; 

With the permission of the patient, family/significant others should be informed when restraint or 
seclusion used; 


e The application or usage respects the patient as an individual; 


The environment is safe and clean; free from potentially violent or provocative patients and 
visitors; - ; 

The patient is able to continue his/her care and participate in care processes. 

Hydration needs and activities of daily living are met. 

Circulation, respiration, range of motion, skin integrity and vital signs are monitored. 

A safe implementation of restraint or seclusion by trained staff. 

A staff debriefing is conducted within 24 hours after each episode of seclusion or restraint for 
violent and/or self-destructive behavior with the patient and, if requested by the patient, a family 
member/significant other in order to identify the causes of the behavior and actions intended to 
prevent further restraint or seclusion. 


Types of Restraints Permitted on Behavioral Health Units: 


Only those devices approved by the. Commissioner of Mental Health may be used: 


Wrist and Ankle and Manual Hold 


Please Note: Handcuff must never be ordered by clinical personnel. Handcuffs or other restrictive 
devices applied by law enforcement officials who are not HHC employees, for custody, detention and 
public safety reasons are not covered by this guideline. HHC Special Officers shall not handcuff a 
patient unless the patient is under arrest. 


Indications for Restraint and Seclusion on Behavioral Health Units: 


1. 


Restraint and seclusion may only be used when less restrictive interventions have been 
determined to be ineffective to protect the patient or others from harm. The type or techniques 
used are the least restrictive interventions that will effective to protect the patient or others from 


harm. 


2. Restraint and seclusion for the management of patients with violent or self-destructive behavior 


may only be used to manage violent or self-destructive behavior that jeopardizes the immediate 
physical safety of the patient, a staff member, or others. 
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INITIATION OF RESTRAINT AND SECLUSION ORDERS ON BEHAVIORAL HEALTH 
UNITS: 

Contraindications: Pre-existing medical conditions, physical or mental disabilities or mental 
disabilities and history of physical or sexual abuse are to be documented and taken into consideration 
proper to implementing restraint/seclusion. Claustrophobia, suicidal ideation, or pregnancy should be 
taken into account when considering seclusion. 


Regulations state that a patient with a diagnosis of developmental disability shall not be secluded. 
Emergency seclusion for dual diagnosis of mental illness and developmental disability is allowed only 
if the following criteria are met (1) Patient is under 1:1 observation (2) Seclusion is used only in an 
emergency when all other interventions failed or are determined to be inappropriate or inadequate. 


Restraint and seclusion At Coney Island Hospital the LIP (Licensed Independent Practitioner) who 
can order restraints is the physician licensed in the State of New York to practice medicine; 
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House Staff: All residents undergo training in the application of restraint and seclusion as part of their 
orientation. This includes skill demonstration and demonstration of knowledge of the restraint policy. 
A copy of the competency is maintained in the office of GME. 


Initiation of Restraint in the absence of a physician: A patient may be placed in restraints only by or 
under the direct supervision of a registered professional nurse. When restraints have been placed under 
the direct RN supervision for emergency purposes, a face-to-face assessment and written order must be 
obtained within 30 minutes. Patients placed in restraint or seclusion for violence or self-destructive 
behavior must be placed on a 1:1 constant observation. 


Restraint and Seclusion: Restraint and seclusion may not be used simultaneously. 


Behavioral Criteria: When restraint and seclusion is required staff must share with the patient the 
behavior required for the prevention and discontinuation of restraint. Restraint and seclusion shall be 
discontinued at the earliest possible time, regardless of the length of time of the physician’s order. 


Multiple Episodes: For patients in seclusion or restraints the Chairman or designee is to be informed 
of, and review, any patient requiring restraint and seclusion for more than 4 consecutive hours, or 2 or 
more restraint/seclusion episodes within 12 hours. Thereafter, there should be notification daily for 
review if the condition continues. 


EDUCATION OF BEHAVIORAL HEALTH STAFF ON. RESTRAINTS AND SECLUSION 


Education Requirements: Individuals providing staff education must be qualified as evidenced by 
education, training and experience in techniques used to address patient’s behaviors. 


Education Documentation: The hospital documents in the staff personnel record that the education 
and demonstration of competency is successfully completed. 


Behavioral Health Staff and Hospital Police shall receive competency-based education in the 
utilization of crisis intervention techniques (PMCS). Such education shall take place during behavioral 
health core orientation and demonstration will be determined before the staff is asked to implement the 
provisions of this policy and refresher shall be repeated annually. The curriculum will be based on the 
content and techniques set forth by regulatory agencies. Individuals educated shall exhibit their 
knowledge of the subject matter through consistent implementation. 
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Physicians who order restraints shall be trained in the requirements of this policy and shall demonstrate 
a working knowledge of this policy through ongoing compliance. Physicians will receive annual 
competency-based education with post-test. Records of education will be maintained in the 
departmental record. 

Hospital staff who assess patients for restraints or who apply restraints shall receive education in 
the following: 

© Techniques to identify staff and patient behaviors, events, and environmental factors that may 
trigger circumstances requiring the use of restraints. 

e The use of non-physical de-escalation intervention skills. 

e Knowledge of different interventions to assist in choosing the least restrictive intervention based 
on individualized assessment of the patient’s medical or behavioral status or condition. 

e The safe application and use of restraints in the hospital, including training to recognize and 
respond to signs of physical and psychological distress (e.g. positional asphyxia) 

¢ Clinical knowledge to identify specific behavioral changes indicating that a restraint is no longer 
necessary. 

e Skills to monitor the physical and psychological well-being of the patient who is restrained, 
including but not limited to, respiratory and circulatory status, skin integrity, vital signs, and any 
special requirements specified by hospital policy associated with face-to-face evaluation. 

e The use of first aid techniques and certification in implementing cardiopulmonary resuscitation 
(CPR), including periodic recertification (Physician’s and Registered Nurses). 

Hospital staff members, who assess, monitor or only apply restraints in Behavioral Health 
Services units shall also receive education in the following: 

e The underlying causes of threatening behaviors exhibited by the patients. 

e That sometimes a patient may exhibit an aggressive behavior that is related to.a patient’s medical 
condition and not related to his or her emotional condition (e.g. threatening behavior that may 
result from delirium or other medical conditions), 

e How staff behavior can affect the behaviors of the patients. 

e De-escalation, medications, self-protection, and other techniques such as voluntary time out. 

e Staff members who are authorized to apply restraints also receive training in the safe use of 
restraint, including physical holding techniques and the safe application and removal! of 
mechanical restraints. ; 

Staff Members who are authorized to perform 15 minute assessments of patients in restraints also 

receive the following training in: 

Taking vital signs and interpreting their relevance to the physical safety of the patient in restraint. 

Recognizing nutrition and hydration needs 

Checking circulation and range of motion in the extremities 

Addressing hygiene and elimination 

Addressing physical and psychological status and comfort 

Helping patients meet behavioral criteria for discontinuing restraint 

Recognizing readiness for discontinuing restraint 

Recognizing signs of any incorrect application of restraints 

Recognizing when to contact a medically trained licensed independent practitioner or emergency 
medical services to evaluate and/or treat the patient's physical status. 
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Staff members shall demonstrate competence in: 
e Recognizing how age, developmental consideration, gender issues, ethnicity, and history of sexual 
or physical abuse, trauma history may affect the way in which a patient reacts to physical contact. 
e Using behavioral criteria for discontinuing restraint and to help patients in meeting these criteria. 


PATIENT OBSERVATION FREQUENCY AND DOCUMENTATION 


e A patient who is in restraint or in seclusion is to be kept under I:] constant observation continually 
assessed, monitored, and re-evaluated. Documentation of observation is required every 15 
minutes. 
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ADMISSION TO THE BEHAVIORAL HEALTH UNIT: 

Admitting Information: The patient/family receives Patient’s Rights information in the admissions 
package regarding the hospital’s policy on usage of restraint and seclusion for emergency reasons 
involving loss of control and imminent danger to self or others. The patient is offered the option of 
informing family/significant other(s) of a restraint or seclusion episode and has the right to have them 
participate in episode debriefing reviews. 

Behavior Criteria: Staff must set, document and share with the patient the behavioral criteria to be 

met for discontinuation of restraint applied for behavioral health reasons. 

Treatment Planning: Episodes of restraint/seclusion and required behavior criteria are to be considered 
in the treatment planning process and addressed by appropriate goals, objectives and actions as indicated. 
The patient Individualized Crisis Plan (ICP) obtained on admission for each patient, will be utilized to 
identify a patient’s individual preferences and known effective calming strategies which can be utilized 
to help prevent agitation. Patient and families (if the patient agrees for family to be notified) should be 
made aware of the reasons for restraints and seclusion used in the treatment process, and the criteria for 
prevention or discontinuation. 

DEBRIEFING IN PSYCHIATRY FOR PATIENTS: 

Debriefing: Debriefing sessions are to be conducted with the patient and family, if patient consents. 
Assistance is to be offered to help the patient meet the behavioral criteria necessary to prevent restraint 
and seclusion episodes. Supervisors and staff must convene and document a patient debriefing as soon | 
as practicable after the event but no longer than the next calendar day after the episode. 

Debriefing Session: The debriefing session is used to identify what led to the restraint episode, what 
could have been done differently to prevent if and whether the patient’s well-being, psychological - 
comfort and privacy were addressed. 

Injury: Any trauma or injury must be addressed and the treatment plan modified if necessary as a 
result of the episode. 

LOCATION OF RESTRAINED AND SECLUSION PATIENTS: 

The right of each patient to privacy, confidentiality and respect for dignity must be assured. Restrained 
and secluded patients must be kept in an environment where they are protected from other potentially 
violent or provocative patients or visitors, preferably in an area of decreased stimulation as clinically 
indicated. 
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RESTRAINT ORDERS IN BEHAVIORAL HEALTH: 
Manual Restraint: Orders must be limited in duration to 10 minutes in patients of any age. The patient 
shall be released sooner if the behavioral release criteria has been met. 
Mechanical Restraint: 
Violence or self-destructive behavior restraints: The physician must conduct a face-to-face 
assessment within 30 minutes after application of restraints during an emergency situation when 
a physician is not available. Written orders must be time-limited as follows: 
2 hours for adults 18 years of age or older; 
1 hour for children and adolescents ages !0-17; 

= The evaluation must include patient’s immediate situation, patient’s reaction to the intervention 
(restraint and seclusion), patient’s medical and behavioral condition and the need to continue or 
terminate the restraint or seclusion if restraint is to be continued, a new time-limited order must 
be written. 

* Ifthe patient’s violent or self-destructive behavior resolves and the restraint/seclusion is 
discontinued before the MD arrives to perform the 30 minute-face-to-face-evaluation, the 
practitioner is still required to see the patient face-to-face and conduct an evaluation | hour 
after the initiation or this intervention. 

* Before writing a new order for restraint or seclusion, the physician responsible for the care of 
patient and authorized to order restraint/seclusion must see and assess the patient. 3 
Release: An RN may release a patient from restraint prior to the expiration of the order, if the | 
patient’s meets the behavioral release criteria. When restraint is terminated early and the same 
behavior persists a new order must be obtained. 


RESTRAINT AND SECLUSION REPORTING: BEHAVIORAL HEALTH 
A. Records: 
The Attending Physician is informed of all restraint and seclusion episodes. Restraints and 
Seclusion Log is maintained at the Behavioral Health Unit’s Nursing Station. There is 
daily reporting to the Department of Nursing of all episodes of restraint and seclusion. 


B. Serious Injury or Death Resulting from Restraint or Seclusion: 

Each serious injury or death is a sentinel event, requiring a root cause analysis and immediate 
notification to the Risk Manager, Chief Nursing Officer, Chairman, Chief Medical 
Director and others as outlined in the Sentinel Event Policy. 

C. CMS Death Reporting Requirement: 

Reportable deaths include: 

1. Each death that occurs while a patient is in restraint or seclusion. 

2. Each death that occurs within 24 hours after the patient has been removed from restraint 
or seclusion. 

3. Each death known to the hospital that occurs within | week efter the restraint or seclusion 
where it is reasonable to assume that use of restraint or placement in seclusion contributed 
directly or indirectly to a patient’s death. 

“Reasonable to assume” includes, but is not limited to, deaths related to restrictions 
of movement for prolonged periods of time, or death related to chest compression, 
restriction of breathing or asphyxiation 
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Reporting requirements vary depending on the circumstances of patient’s death: 
1. Death involving soft two-point wrist restraints and no use of seclusion 
Information about the death is recorded into an internal log or other system which will be 
maintained by the facility. Each entry in the record must be made no later than seven (7) 
days after the date of patient's death. The record must include the patient’s name, date of 
birth, date of death, attending physician, primary diagnosis (es) and medical record 
number. The information must be made available to CMS in either written or electronic 
form immediately upon request. 
2. Death involving all other types of restraints and all forms of seclusion 
Reporting to CMS (Center for Medicare/Medicaid Services) is done either by telephone, facsimile, or 
electronic reporting to the Regional Office no later than the close of business on the next business day 
following knowledge of the patient’s death. Staff must document in the patient’s medical record the 
date and time the death was reported to CMS. 


Reports are made by Office of Risk Management to NYPORTS and Department of Behavioral Health 
to the Justice Center as required. 


PROCEDURE: 
RESPONSIBLE STAFF/ ACTION TO BE PERFORMED 


Physician 
1. Writes an order for restraint or seclusion within 30 minutes of observing behavior requiring restraint 
or seclusion or being notified that an RN has initiated restraint or seclusion based on observation. 
Performs.a face-to-face assessment as soon.as possible but no later than 30 minutes on patients who were 
restrained for behavioral health reasons after measures have been proven to be ineffective. 
2. Reviews the patient’s medical record with special attention to the treatment plan and medications 
and to confirm that less restrictive interventions have been considered and/or attempted and failed. 
3. Documents in the patient’s medical record: 
* Medical and physical status 
Patient’s immediate situation 
Medical and Behavioral condition 
Medication review 
Less restrictive interventions attempted 
= Clinical justification for restraints and seclusion 
4. Uses the criteria for release in their decision making in continuing or discontinuing restraints, 
reordering or changing medication. 
5. After consideration of the alternatives to restraint, writes a time-limited order for restraints on the 
Restraint/Seclusion Form: 
= 1:1 observation for patient with violent or self-destructive behavior 
Date/time 
Duration, start/end time 
Type of restraint and placement 
Clinical justification 
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6. Reassesses patient at required intervals, if summoned by the RN, or whenever there is a change in 
patient condition. Documents findings, revised treatment plan and writes a new order, if indicated. 
Notifies the patient’s primary physician when appropriate. 
7. Participates in the debriefing session. Revises treatment plan, as appropriate or consults with the 
treating physician. 
8. When a patient’s death involving the use of restraints and seclusion occurs, in addition to the facility 
internal reporting procedure, additional documentation in the medical record will include: 
* Patient’s death was recorded in the internal log or system by Risk Management (involving soft 
two-point wrist restraints and no-use of seclusion). 
® Patient’s death was reported to CMS by Risk Management (involving all other types of restraints 
and all forms of seclusion). 
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Registered Nurse 
1. Implements least restrictive measures/interventions, as therapeutic modalities to assist the patient in 


maintaining an acceptable level of control over his/her actions. Examples include, but are not limited 
to: 

= Frequent re-orientation 

* Environmental modification such as quiet room, soft light, soothing sound 

= Relocation or redirection to a less stimulating area 

» Allowing the patient to verbalize angry and aggressive feelings and otherwise “talking the 
patient down” 

= Engaging the patient in neutral or therapeutic activities. 

® 1:1 observation 

» Limit setting 

= Offering time out 

= Verbal intervention 

« Administration of Medication as prescribed by the physician. 

= Moving patient closer to the nursing station and/or having a nursing staff member stay with the 
patient. : 

* Documents on the restraint form the alternative measures used prior to restraining a patient or 
placing the patient in seclusion. The nurse also documents the reason alternative measures were 
ineffective. 

2. For emergency restraint application and seclusion in the absence of a physician: 

® Directs the process of restraining the patient. 

= Keeps patient placed in restraints on 1:1 observation (for behavioral restraints only) 

= Secures a face-to-face assessment within 30 minutes and written order from an attending 
physician or resident deemed competent to perform such activities. 

" Notifies the RN Supervisor/Nurse Administrator or Administrator-on-Duty of any delay in 
physician response. 

= Documents on the restraint form the date and time of the emergency restraint is applied. The 
nurse also documents the type of restraint applied to the patient. 
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3. Performs safety checks: 
A. Prior to seclusion: 


Check the seclusion room and search the patient for objects that may pose a danger, i.e. glasses, 
belt, shoes, jewelry, sharp objects. 

When possible, the patient must be placed in pajamas and have no other items at their disposal. 
Ensure that the patient is not in a nude or semi-nude state. 

At least two staff members, one of whom must be an RN, should be present at the time of 
inititaion of seclusion. 


B. During seclusion, enters the room every hour to assess patient’s condition. If the patient is 
exhibiting behavior that is potentially harmful to him or herself in a seclusion an immediate assessment 
will be done to determine an alternative form of treatment. If so, the physician shall be notified for an 
immediate assessment and possible change of order. 


Explains reasons, goals and objectives of restraint to patient/family. 

Informs the nursing supervisor as soon as patient is placed in restraints/seclusion. 

Makes an entry on the unit’s Restraint and seclusion Log of the patient’s name, chart number, 
date/time restraint initiated, reason, MD order, duration/episodes, reassessments, date/time 
discontinued. 

Monitors patient as ordered or required and documents observations every 15 minutes. An 
assessment of the patient’s condition must be made every 30 minutes or more frequently if 
directed by the physician. The condition and behavior must be noted on the patient’s medical 
record. 


4. Assessments/observations are to be documented in progress notes which include: 


Skin condition of the restrained limbs, taking note of color, sensation, and temperature changes. 
Changes in mental status, level of anxiety and agitaion, psychomotor activites, and verbal and 
non-verbal behavior. 
Patient’s continuing response to restraint/seclusion intervention. 
Checks vital signs as indicated by the patient’s condition or physician’s order. Notifies the 
physician on call if the restrained patient exhibits a change in condition including but not limited 
to the following clinical parameters: 

o A temperature of 101°F or above or 96°F and below. 
Blood pressure below 90/70 or above 170/100 
Pulse below 60 or above 120. 
Respiration below 16 or above 30. 
A deteriorating mental status. 
Chest pain or shortness of breath. 
Evaluates any physical complaint by the patient. 
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5. Provides the following nutrition, hydration and physical care: 

= Adjusts restraint application as indicated. 

= Patient should be in an upright position and staff should release dominant hand to allow the 
patient to feed hinvherself. A nursing staff member must remain with the patient during the 
meal. 

® Additional fluids between meals PRN. 

® Mouth care PRN. 

" Toileting. 

6. Releases one restraint every 15 minutes. When the patient is in seclusion and falls asleep the door 
should be opened by the assigned staff member and monitoring should continue. 

7. Inspects the restraint body areas which should be massaged (unless contraindicated) and skin lotion 
applied, provides range of motion exercises, and repositions patient. Toileting and nourishment 
should be offered at this time. 

8. Releases a patient from restraints prior to the order’s expiration time if the patient meets release 
criterion is no longer dangerous. Informs the physician and documents the rationale for early release. 
Indicators for removal of restraints include: 

# Termination of causative situation: the patient’s condition improves and can be managed by less 
restrictive forms of care 

« The patient regains sufficient control: no longer responding to hallucinations or other interna! 
stimuli, able to interact with staff, understands and follows direction or accepts medication or 
less restrictive forms of management. 

# Medical indication that the use of restraints requires immediate removal (e.g. neuroleptic therapy 
must be carefully monitored for increase in temperature or pulse rate). Under these 
circumstances a physician must be notified immediately. 

* When a patient released from restraint prior to the expiration of an order makes overt gestures 
that suggest the threat of serious harm to him/her or others, the patient must be reassessed to 
determine.the most appropriate/least restrictive measures. 

NOTE: If restraint or seclusion is discontinued prior to expiration of the origina] order, a new order 
must be obtained prior to reinitiating seclusion or reapplying the restraints. If the original order 
expires, a physician must see and assess the patient in person before issuing a new order. 

9. Nursing observations and Progress Notes documentation required: 

® The initial progress note must include date, time, clinical indication for the application of the 
restraint, type of restraint, indication that the procedure was explained to the patient and that less 
restrictive methods have been attempted. The patient’s physical activity/behavior, nutrition, 
elimination, and provision for personal hyegine needs will be addressed and documented. 

* Progress note should also include response to medication and whether family was informed. 

* Discontinuation of restraint: When restraints are discontinued, a progress note must be 
documented indicating the date, time, face-to-face assessment, mental status and physician 
notified. 
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10. Notifies the Nursing Supervisor/A.O.D when: 
= There is application of restraint on an emergency basis. 
= There is delay in physician response. 
= Reapplication of restraint is necessary. 
# Injury results from or during the restraint episode. 
11. Completes all entries for each patient restraint episode on the Restraint Log maintained at the nurse 
station. 


Nursing Supervisor/ Nurse Administrator 
Intervenes when notifted to assist in obtaining a physician to do an assessment and restraint orders or 
arranges to get another physician to see the patient within the required time frame (within 30 
minutes). 

2. Reports to the Chief Nursing Officer or designee: the number of patients on restraint. 

3. Monitors nursing compliance to observations and documentation requirements, including completion 
of the unit’s Restraint Log. 

4. Ensures preparation of occurrence reports and other appropriate documents in the event of patient 
injury during restraint. 

5. Informs clinical leadership (Chairman of Service, Chief Nursing Officer and Medical Director 
whenever patient experiences 2 or more separate episodes within 12 hours. 

6. Informs the Administrator-On-Duty when assistance is needed to obtain an MD assessment or any 
other problem arises concerning a patient in restraint or seclusion. 

7. In the event of patient injury during restraint or seclusion, conducts an investigation in coordination 
with the Administrator-On-Duty and notifies the Chief Nursing Officer or designee as appropriate. 


Administrator-on Duty (AOD) 

1. Assists the RN Supervisor/Nurse Administrator to get a physician when necessary to perform the 
assessment and obtain restraint or seclusion orders, e.g., within 30 minutes, as above. 

2. in the event of patient injury, death or staff injury during restraint coordinates examination(s), 
treatment and investigative activities with the Nurse Administrator/Supervisor on duty. Notification 
includes the AOD, Medical Director and/or Chairman of Service, Chief Nursing Officer, Risk 
Manager and others, as appropriate. 


Medical Director 
1. Assesses restraint and seclusion practice information and when necessary, provides oversight and 
medical direction to reduce restraint usage and expand use of alternative interventions hospital wide. 
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Executive Director/ Medical Director/ Chief Nursing Officer 

1. Ensures that the restraint and seclusion policies are reviewed and, if necessary, revised in compliance 
with City, State and Federal laws, the guidelines of all regulatory and accrediting agencies and those 
of the NYC Health and Hospitals Corporation. At a minimum, representatives of the Medical staff, 
Nursing Administration and Hospital Police will be part of the review process. 

2. Ensures that all direct care staff and other appropriate staff including receive documented orientation 
and periodic instruction in the techniques of safe application of restraints and seclusion, assessments, 
the laws and regulations, and policies, and procedures governing the use of restraints and seclusion in 
the hospital. 

3. Ensures that the Hospital’s Performance Improvement Program assesses all episodes of restraint 
and/or seclusion and performs trend analysis to identify opportunities for improvement in order to 
reduce usage and reinforce alternative measures. P 

Chairman of Service 

1. Reviews each case of extended or multiple episodes of restraint. When a patient was restrained for 
violent or self-destructive reasons, reviews each instance where an individual remained in restraint 
more than 4 hours or had 2 or more episodes of restraint in 12 hours. 

2. Conducts ongoing multidisciplinary reviews to assess patterns, trends and identify instances where 
preventive less restrictive measures would have been more appropriate and implements corrective 
actions, when indicated. 


NYC 
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Chief Nursing Officer/ Medical Director/ Clinical Leadership 

1. Maintains a record of all episodes of restraint and seclusion hospital wide to identify inappropriate 
usage. 

2. Ensures data and trend analysis and collaborates with clinical leadership in a unified strategy to 
reduce usage within psychiatry and the facility. 

3. Complies with all reporting and investigative regulations in the event of serious injury or death of a 
patient in restraint/seclusion. 

4. Oversees usage reduction efforts. 

5. Reports on monitoring activities to the appropriate Performance Improvement Committees. 
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RESTRAINTS USE ON NON BEHAVIORAL HEALTH UNITS 
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Types of Restraints Permitted on Genera! Care Units: 

e Bilateral Wrist, Vests and Mittens 

e Limb restraint- a soft 2 or 3 point restraint that may be used to restrict movement when required 
to maintain the medical treatment for a patient (e.g. endo-tracheal tube) 

e Handcuff as Restraints, must never be ordered by clinical personnel. 

© Use of 4 Bedrails if patient cannot remove bed rails 

Indications for Restraint 

e Restraint for the management of patients with violent or self-destructive behavior may only be 
used to manage violent or self-destructive behavior that jeopardizes the immediate physical safety 
of the patient, a staff member, or others. 

e Restraints for the management of patients with non-violent and non-self-destructive behavior are 
driven by an acute medical problem. 

Initiation of Restraints Orders 

At Coney Island Hospital the LIP (Licensed Independent Practitioner) who can order restraints is the 

physician ticensed in the State of New York to practice medicine; a resident with an appropriate 

competency under the supervision of an attending physician may order non-behavioral health 
restraints, If the restraint was not ordered by the patient’s attending physician, he/she must be 
consulted as soon as possible. 

Initiation of restraint in the absence of a physician: A patient may be placed in restraints only by 

or under the direct supervision of a registered nurse. When restraint has been placed under the direct 

registered nurse supervision for emergency purposes, a face-to-face assessment and written order 

must be obtained within one (1) hour. Patients in behavioral health restraints must be placed on a 1:1 

observation and a physician face-to-face assessment and written order must be obtained within 30 

minutes. 

Patient Observation Frequency and Documentation 

e Patients restrained for non-violent or non-self-destructive behavior/ non-behavioral health 
indications: The regulations require that the patient’s physical and emotional state must be 
continually assessed, monitored, and reevaluated. 1:1 observation is not required unless the 
patient’s condition warrants this level of observation. Documented nursing observations are 
required at least every thirty (30) minutes. 

e Non-Violent or non-self-destructive behavior restraints: Orders must be renewed or reissued each 
calendar day (one order covers the entire day) after the patient is examined by the LIP or medical 
resident with competency. Renewed orders must be clinically justified. 

Physician 
e Writes an order for restraint within one hour of observing behvavior requiring restraint or being 
- notified that a registered nurse has initiated restraint based on her observation. Perform a face-to- 
face assessment as soon as possible but no later than one hour on patient who was restrained 
during an emergency situation for medical or behavioral health reasons after less restrictive 
measures have proved to be ineffective. 


¢ Reviews the patient's chart with special attention to the treatment plan and medications and to 
confirm that less restrictive interventions have been considered and/or attempted and failed. 
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Documents in the patient’s medical record: 
© Mental and physical status 
Patient’s immediate situation 
Medica! and Behavioral Condition 
Medication Review 
Less restrictive interventions attempted 
o Clinical Justification for restraint 
Exercises professional judgement in continuing or discontuining restraints, reordering or 
changing medications. 
After consideration of the alternatives to restraints, writes a time-limited order for restraints on 
the Restraint Forn: 
o 1:1 observation for patient with violent or self-destructive behavior 
o Date/Time 
o Duration, start/end times 
o Type of restraint and placement 
o Clinical Justification 


ooc0co 


Note: The patient’s treating attending physician shall be consulted as soon as possible if the attending 
physician did not order the restraint. 


Reassesses patient at required intervals, if summoned by the registered nurse, or whenever there 
is a change in patient condition. Documents findings, revises treatment plan and writes a new 
order, if indicated. Notifiés the patient’s primary physician when appropriate. 
If the patient is restrained for violent or self-destructive behavior, participates in the debriefing 
sessions. Revises treatment plan, as appropriate or consults with the treating physician. 
When a patient’s death involving the use of restraints occurs, in addition to the facility internal 
reporting procedure, additional documentation in the medical record will inctude: 
© Patient’s death was recorded in the internal log or system by Risk Management 
(involving soft two-point wrist restraint). 
o Patient’s death was reported to CMS by Risk Management (involving all other types of 
restraints). 


Registered Nurse Emergency Department/ General Care Units 


Implements least restrictive measures/interventions, as therapeutic modalities to assist the patient 
in maintaining an acceptable level of control over his/her actions. Examples include, but are not 
limited to: 
© Frequent reorientation 
Environmental modification such as quiet room, soft light, soothing sound 
Relocation or redirection to a less stimulating area 
Allowing the patient to verbalize angry and aggressive feelings and otherwise “talking 
the patient down” 
Engaging the patient in neutral or therapeutic activities 
Offer scheduled toileting routine 
1:1 observation 
Limit setting 
Offering time out 
Verbal intervention 


0090 
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o Administration of medication as prescribed by the physician 
© Allowing family member or significant other to stay with the patient (general care area 
only) 
© Moving patient closer to the nursing patient and/or having a nursing staff member stay 
with the patient 
Documents on the restraint form the alternative measures used prior to restraining a patient. The 
nurse also documents the reason alternative measures were ineffective. 


For emergency restraint application and violent or self-destructive behavior restraint, in the 
absence of a physician: ; 

o Directs the process of restraining the patient 

© Keeps patient placed in restraints on 1:1 supervision (for behavioral restraints only) 

o Secures a face-to-face assessment within 30 minutes (for behavioral restraint only) and 
written order from an attending physician or resident deemed competent to perform such 
activities; 

© Notifies the RN Supervisor/Nurse Administrator or Administrator-on-Duty of any delay 
in physician response 

© Documents on the restraint form the date and time of the emergency restraint is applied. 
The nurse also documents the type of restraint applied to the patient. 

Explains reasons, goals and objectives of restraint to patient/family. 
informs the nursing supervisor as soon as a patient is placed in restraints. 
Monitors patient as ordered or required and documents observations: 

o An assessment/ observation of the patient’s condition must be made every 30 minutes or 
more frequently if directed by the physician. The condition and behavior must be noted 
on the patient’s chart. 

Assessments/ observations are to be documented in the progress notes which include: 

o Skin condition of the restrained limbs, taking note of color, sensation, and temperature 
changes. 

o Changes in mental-status, level of anxiety and agitation, psychomotor activities, and 
verbal and non-verbal behavior. 

o Patient’s continuing response to restraint intervention. 


Checks vital signs (minimum Q4HR) as indicated by the patient’s condition or physician’s order. 
Notifies the physician on call if the restrained patient exhibits a change in condition including but 
not limited to the following clinical parameters: 
o A temperature of 101F degrees or above 96F degrees and below. 
Blood pressure below 90/70 or above 170/100. 
Pulse below 60 or above 120. 
Respiration below |6 or above 30. 
A deteriorating mental status. 
Chest pain or shortness of breath. 
Evaluates any physical complaint by the patient. 


000000 


Provides the following: nutrition, hydration and physical care: 
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Adjusts restraint application as indicated. 

Feeds patient at mealtime and offers snacks. The staff should raise the head of the bed 
and feed patient in an upright position only. If appropriate, allows the patient to feed 
him/herself. A nursing staff member must remain with the patient during the meal. 
Additional fluids between meals PRN. 

Mouth care PRN. 

Toileting. 


Coney Island 


e Releases restraints every 2 hours for 5-15 minutes, except when the patient is asleep. When a 
patient is asleep, a two-finger check should be made for any limb restraints, i.e., two-fingers 
should be placed between the patient’s wrist or ankle restraint to ensure that they are not 
restricting the patient’s circulation. Inspects the restrained body areas which should be massaged 
(unless contradicted) and skin lotion applied, provides range of motion exercises, and repositions 
patient. Toileting and nourishment should be offered at this time. 

e Releases a patient from restraints prior to the order’s expiration time, the patient must meet 
release criteria and is no longer and is no longer.a threat to his/her safety or others. 

Indications for removal of restraints include: 


fo) 
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Termination of causative situation: the patient’s condition improves and can be managed 
by less restrictive forms of care. 

The patient regains sufficient control: no longer responding to hallucinations or other 
internal stimuli, able to interact with staff, understands and follows direction or accepts 
medication or less restrictive forms of management. 

Medical indication that the use of restraints requires immediate removal (e.g. neuroleptic 
therapy must be carefully monitored for increase in temperature or pulse rate). Under 
these circumstances a physician must be notified immediately. 


NOTE: If restraints are discontinued prior to expiration of the original order, a new order must be 
obtained prior to reinitiating or reapplying the restraints. 


e Norsing observations and Progress Notes documentation required: 


Oo 
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Documents an assessment/observation of the patient’s condition on the restraint flow 
sheet when restraints are applied and every thirty (30) minutes. 
Enters documentation of the 30 minute observations on the Restraint Record for patient 


Progress notes should include response to medication and changes in the condition. 


The initial progress note must be dated, timed, signed and indicates whether the patient consented to 
have the family informed. Subsequent progress notes prior to each period of restraints must be written 
to include a description of the patient’s physical activity, verbal content, notation of nourishment and 
elimination needs, and provisions for personal hygiene. When restraints are discontinued, the restraint 
flow sheet must indicate the date, time, and description of the behavior and rationale for discontinuing 


restraint. 


e Notifies the Nursing Supervisor/AOD when: 
© There is application of restraint on an emergency basis 


Ooo°0 


There is delay in physician response. 
Reapplication of restraint is necessary. 
Injury results from or during the restraint episode. 
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Nursing Supervisor/ Nurse Administrator 


Intervenes when notified to assist in obtaining a physician to do an assessment and restraint 
orders or arranges to get another physician to see the patient within the required time frame 
(within one hour) 

Reports the number of patients on restraints to the Chief Nursing Officer or designee. 
Monitors nursing compliance to observations and documentation requirements 

Ensures preparation of occurrence reports and other appropriate documents in the event of 
patient injury during restraint. 

Informs clinical leadership (Chairman of Service, Chief Nursing Officer and Chief Medical 
Officer) whenever a violent or self-destructive behavior patient remains in restraint for more 
than 4 hours or experiences 2 or more separate episodes within 12 hours. 

Informs the AOD when assistance is needed to obtain a physician assessment or any other 
problem arises conceming a patient in restraint. 

In the event of patient injury during restraint, conduct an investigation in coordination with the 
AOD and notifies the Chief Nursing Officer/designee as appropriate. 


. Administrator-On-Duty (A.O.D) 


Assists the RN Supervisor/Nurse Administrator to get a physician when necessary to perform 
the assessment and obtain restraint or seclusion orders, e.g., within 30 minutes, as above. 

In the event of patient injury, death or staff injury during restraint coordinates examination(s), 
treatment and investigative activities with the Nurse Administrator/Supervisor on duty. 
Notifies the AOD, Medical Director and/or Chief of Service, Risk Manager and others as 
appropriate. 


Medical Director 


Assesses restraint and seclusion practice information and when necessary, provides oversight 
and medical direction to reduce restraint usage and expand use of alternative interventions 
hospital wide. 


Executive Director/ Medical Director/ Chief Nursing Officer 


Ensures that the restraint and seclusions policies are reviewed and, if necessary, revised in 
compliance with City, State and Federal laws, the guidelines of all regulatory and accrediting 
agencies and those of the NYC Health + Hospitals. At a minimum, representatives of the 
Medical Staff, Nursing Administration and Hospital Police will be part of the review process. 
Ensures that all direct care staff and other appropriate staff including Hospital Police, receive 
documented orientation and periodic instruction in the techniques of safe application of 
restraints, assessments, the laws and regulations, and policies, and procedures governing the 
use of restraints in the hospital. 

Ensures that the Hospital’s Performance Improvement Program assesses all episodes of 
restraint and performs trend analysis to identify opportunities for improvement in order to 
reduce usage and reinforce alternative measures. 
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Reviewed: 


Chairman of Service 


Reviews each case of extended or multiple episodes of restraint. When a patient was restrained 


for violent or self-destructive reasons, reviews each instance where an individual remained in 
restraint more than 4 hours or has 2 or more episodes of restraint in 12 hours. 

Conducts ongoing multidisciplinary reviews to assess patterns, trends and identify instances 
where preventive less restrictive measures would have been more appropriate and implements 
corrective actions, when indicated. 


Chief Nursing Officer/ Medical Director/ Clinical Leadership 


Maintains a record of all episodes of restraint/seclusion hospital wide to identify inappropriate 
usage. 

Ensures data and trend analysis and collaborates with clinical leadership in unified strategy to 
reduce usage within psychiatry and the facility. 

Complies with all reporting and investigative regulations in the event of serious injury or death 
of a patient in restraint/seclusion. 

Oversees usage reduction efforts. 

Reports on monitoring activities to the appropriate Performance Improvement Committees. 


REFERENCES: 


Accreditation Manual for Hospitals and Joint Commission Standard on Restraint and Seclusion. 


Mental Hygiene Law 33.04, 14NYCRR 27.7 and [4NYCRR 524.7 

NYC Health + Hospitals: Guidelines for Developing Facility Specific Restraint and Seclusion 
Policies. 

Center for Medicare and Medicaid Services (CMS) Hospitals Condition of Participation: 
Patients’ Right, 42 CFR Section 482.13 

Center for Medicare and Medicaid Services (CMS). Federal Register. 42 CFR Parts 482 and 
485. Patient’s Rights, 482.13, Vol. 77, No. 95. May 16, 2012 

NYSOMH- Policy Manual- Patient Care- Patient Management Section PC-70) 

OMH Implementation Guidelines: 14 NYCRR 526.4 Restraint and Seclusion 
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Instructions or 
Remarks: 


PURPOSE 


To avoid injury to patient(s) and/or staff 
To avoid escalation of anxiety/ acting out by other patients. 


POLICY 


The threat of assault by a psychiatric patient should be regarded as a psychiatric emergency, which demands 
an immediate, organized intervention by staff. 


PROCEDURE 


I. Clinical Indicators 
Staff will intervene at the earliest sign(s) of agitation. 
Signs of agitation include: 
1. Verbal escalation and/or threats 
i.e. (in order of increasing severity) 
- Makes loud noises, shouts angrily 
- Yells mild personal insults 
- Uses foul language in anger 
- Makes threats against others or self 
2. Non-verbal (behavioral) escalation and/or threats i.e. (in order of increasing severity) 
There are two types of non-verbal behaviors: postural and gestural 
Gestural Movements are those that are isolated to one area of body and do not move 
through the torso such as: 
« Tapping Fingers/Toes 


I. 


= Making a Fist 

*  Wringing hands 

» Making Faces 
Postural Movements are large movements, through the torso that present a greater threat of 
injury to others such as 

* Pacing 

» Slamming doors 

« Hitting or kicking objects 

« Attempting to hit another person by moving with the entire arm and shoulder 


Interventions: 


Interventions should include the following: (Certain aspects of the management of the agitated 
patient will differ for patients in inpatient service or the emergency room. These differences are 
specified.) 


dl 


2. 


Interventions are to be initiated at the earliest sign of agitation. The patient's behavior will be 
evaluated for dangerousness. 

Where possible the patient will be asked about problems pertinent to his/her agitated state and 
reassured using the behavioral interventions that the patient has identified in the Violence Risk 
Assessment 

In cases where behavior might lead to self injury, dangerousness to others, or destruction of 
property, staff will counsel the patient in a firm calm manner, informing him/her that 
maladaptive behavior must cease. 

A list of interventions applicable to the patient’s agitated state are offered as per the list of 
potential alternatives to restraints and in order of least restrictive moving to more restrictive 
only after the patient has been given the opportunity to respond to less restrictive interventions. 
Whenever possible staff should attempt to verbally de-escalate the patient’s behavior using 
situational alliance, medication, win/win negotiation, selective agreement etc. 

When medication is indicated: 


a. On the Inpatient Service the nurse may offer the patient PRN medication by mouth 
for agitation. If danger to self or others is imminent, the patient may be given 
STAT (IM) medication over his/her objection. 


b. In the Psychiatric Emergency Room PRN medication for agitation may not be 
given. The physician may give such medication by mouth on a STAT basis. If 
danger to self or others is imminent, the patient may be given STAT (IM) 
medication over his/her objection. 


c In the Partial Hospitalization Program (Child/Adolescent & Adult), patients who 
become agitated are assessed by the treatment team and may be brought to the 
Psychiatric Emergency Room for further assessment and treatment if necessary. If 
danger to self or others is imminent, the patient will be escorted by staff to the 
Psychiatric Emergency Room immediately. 


The patient should be assessed within one hour after being medicated. The effects of the 
medication should be documented in the chart. If the patient's clinical state continues to 
represent a danger, the physician should be called and additional medication should be 


considered on a stat basis. 
2 


6. The patient should be assessed at least hourly in this manner until no longer a danger. 


7 Should restraint be indicated, the policy for this procedure should be implemented. Under 
this circumstance medication management will aim to safely suppress agitation as rapidly 
as possible. 

8. a. The re-administration of medication will be considered at least on an hourly basis 


while the patient is in restraint. On the adult inpatient service the physician must 
reevaluate the patient for the continued need of restraint at least every two hours. 


b. In the emergency room, the staff will evaluate the patient hourly. Stat medication 


will be considered at least hourly if the patient's level of agitation is such that 
continued restraint is required. 


CONCURRENCE 
Department of Psychiatry 


OS/. 


Department Apprdval 
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Instructions or Applies to all divisions of the Department of Psychiatry 
Remarks: 


I. POLICY STATEMENT 


It is the policy of Elmhurst Hospital Center Department of Psychiatry that all patients, family 
members, visitors and staff be provided with a safe and humane therapeutic environment and be 
protected from harm. The department will implement best practices with the aim of properly 
assessing, managing and treating potential or actual violence within the hospital setting. To that 
end, all patients evaluated in the Comprehensive Psychiatric Emergency Program (CPEP): 
Psychiatric Emergency Room (PER) and Extended Observation Unit (EOU) and upon admission 
to the Psychiatry Inpatient Service will receive an accurate, complete and timely assessment for 
risk of aggression and/or violence as part of their comprehensive clinical assessment. 


II. PURPOSE 

To establish guidelines for the recognition, prevention, management and treatment of potential or 
actual violence in all patients evaluated in the CPEP and EOU and admitted to the Inpatient 
Service and to establish a practice whereby these findings are integrated into routine 
assessments, re-assessments and treatment plans. 

Ill. SCOPE 

This policy applies to all patients in the CPEP, EOU and Inpatient Service. 

IV. DEFINITIONS 


Violence — can be defined as the application of severe force, either physical or emotional, usually 
exerted to damage or otherwise abuse something or someone. 


Aggression — is considered a domineering, forceful or assaultive verbal or physical action 
intended to hurt a patient or someone or destroy something. 


Given that every patient is unique and responds differently to different stressors, all clinical 
assessments must consider the individual’s relationship to and experience with and potential for 
aggression and/or violence. 


V. RESPONSIBILITY 
All interdisciplinary team members are responsible for the implementation of this policy. 
VI. PROCEDURE 
A. PREVENTION 
1. Environment 


Staff will orient patient to the physical space upon arrival to CPEP or the 
Inpatient Service in an effort to minimize anxiety, confusion and/or fear. 


2. Relationship with clients 


All clinical staff will be trained in and capable of active listening, problem 
solving and crisis de-escalation. 


B. CLINICAL ASSESSMENT 


All patients admitted to CPEP, EOU and Inpatient Service will receive a timely and 
comprehensive interdisciplinary assessment which will include an assessment of 
aggression and violence risk. This assessment is a process and not a single event, looking 
to identify risk factors, prevent and contain behaviors of risk and inform treatment 
planning to include targeted goals, objectives and interventions, both short and longer 
term. 


The initial assessment for violence will begin in the CPEP during nursing triage and 
continue on admission to the inpatient unit as part of the admission packet. After 
registration and an initial search, the patient is directed to the Triage Nurse who 
completes an initial Violence Assessment, which includes a history of violence. This is 
done for both minors and adults. The violence assessment in the CPEP and Inpatient 
Admission packet will not be scored but will be used as an indicator for possible violence 
risk. 


In addition, all adult patients in the CPEP will be assessed by the triage nurse during the 
nursing assessment using the Broset Violence Checklist (BVC). 


The BVC is a short checklist to help predict violent behavior during the next 24 hours. 
For each item, a score of (1) is given if present and a score of (0) is given if absent for 
behavior during the preceding 24 hours. For well known patients, an increase in behavior 
described by the item is scored as (1), but if the patient is at baseline and non-violent, 
then the item is scored (0). 


The patient is rated as a low, moderate, or high violence risk by using the scoring 
guidelines: 


HIGH RISK ~—a score of 3 or more requires immediate notification of the 
Psychiatrist who will do a full clinical assessment of the behavior. The patient will 
be placed on appropriate level of observation pending the assessment of the 
attending. 


MODERATE RISK ~— a score of 1-2 will inform nursing observations to focus on 
environmental safety and behaviors related to violence risk. 


LOW RISK —a score of 0 requires no special precautions before full assessment is 
done. 


The RN will notify the psychiatrist of all patients with a HIGH or MODERATE 
risk and document such in their note. 


a. Ifa patient has a score of 0-1 and experiences any violence/aggressive behavior, 
then the BVC should be repeated. 


b. Ifthe score is 2 or above, the BVC will be repeated daily until the score is below 2 
for 72 hours. 


c. Ifthe BVC scores 3 for 72 hours, then the rating should change to high. 


d. Violence risk and appropriate interventions must be addressed in the Initial 
Treatment Plan for all patients scoring 2 or above on the BVC within the first 24 
hours of admission to the Inpatient Unit. 


e. The Crisis Intervention Team (CIT) should be notified of any changes in the BVC 
score. 


Upon admission to the inpatient unit, the admitting nurse will complete part 2 and 3 of 
the violence assessment tool and repeat the BVC. The psychiatrist in the Inpatient Service 
will complete, within twenty four hours of admission to the Inpatient Service, an 
assessment to register and further integrate relevant violence history and behavior 
observations. Based on this assessment the psychiatrist will confirm or change the 
assigned violence risk category from CPEP. While the staff will continue to work on 
detailed understanding of the recipient’s diagnosis and treatment needs and while the 
knowledge about the individualized care needs evolves, nursing staff will implement the 
identified short term risk reduction interventions. 


The Nursing staff will maintain any ordered level of observation. Any patient assessed to 
be at MODERATE or HIGH RISK for violence will be discussed in treatment team 
communications including tour reports, morning reports and treatment planning 
meetings. The assigned nurse will meet with the patient daily to assess relevant risk. 


The patient’s environment will be evaluated daily, particularly after visiting hours and 
potentially dangerous items removed. 


Any change in behavior showing signs of aggression will prompt a reassessment by the 
psychiatrist and the nurse with proper formulation of the present understanding of the 
behaviors, revisions to the treatment plan and will provide the recipient of care with 
specific risk reduction strategies. 


For patients in the HIGH and MODERATE violence risk category the BVC will be 
administered by nursing staff daily on Tour 2 in the CPEP or Inpatient Service. If the 
score increases at any time, the psychiatrist will be notified to make an evaluation of risk 
and necessary interventions. A member of the CIT will meet with all patients daily who 
score moderate or high on the BVC. 


A patient will remain on HIGH risk status until they are assessed MODERATE or LOW 
risk and the treatment team agrees that the risk status has decreased. 


For all patients assessed at LOW risk, the treatment team nurse will continue to complete 
a weekly assessment of the risk for violence/aggression and document the findings. 


. COMMUNICATIONS 


In order to ensure that pertinent information about violence risk is communicated across 
all disciplines and for all shifts/tours for all patients admitted/transferred to 
CPEP/EOU/Inpatient Service the following lines of communication will be followed. 


» At every change of shift across all tours/shifts the various disciplines will give 
verbal report on all patients with HIGH risk of violence detailing observed 
behaviors of risk and how they were addressed. 

= At every CPEP/EOU huddle, patients with high risk will be discussed with 
priority. 


= At every morning rounds in the Inpatient service all patients identified at high 
risk will be discussed with priority. Any incidents of violence will trigger a 
clinical review as per policy. 


= On admission to the Inpatient service, patients with high risk will be discussed 
via telephone between MD’s and between nurses on the CPEP and Inpatient 
service. 


= Upon discharge from the Inpatient service the effective risk reduction 
strategies that were utilized by the recipient of care will be identified in the 
discharge summary. 


D. TREATMENT PLANNING 


Violence risk and planning of appropriate interventions must be addressed in the Initial 
Treatment Plan for patient with HIGH and MODERATE risk of violence within the first 
twenty four (24) hours of admission to the CPEP/EOU and Inpatient Service. 


All adult patients regardless of assigned risk category will be offered participation in the 
planning of management of disruptive/dangerous behavior, patients assessed to be at 
HIGH or MODERATE risk of aggression and/or violence will be enrolled by staff. 


Integration in the treatment plan of psychopharmacological and psychosocial 
interventions targeting the underlying psychiatric condition with interventions facilitating 
short term better self management, will allow patients an opportunity to be an active 
participant in maintaining his/her safety. 


Treatment planning in the Inpatient service should be based on in-depth understanding of 
the individual circumstances of each client, addresses long term issues contributing to the 
risk of violence, and incorporates risk reduction strategies for managing acute risk and 
long term issues. 


All patients assessed to be at HIGH or MODERATE risk for 72 hours, as well as any 
patient who has 3 or more code whites, will be considered for an Individual Crisis 
Prevention Plan (ICPP). The CIT will assist the treatment team in the development and 
implementation of the ICPP and the monitoring of the recipient’s progress. 


The following intervention strategies can be used to address risk of violence 
e De-escalation 
e Patients in crisis must be treated with an appropriate and timely response 


e De-escalation is always a priority and preferred outcome 


e Patients self-selected calming measures will be prioritized as much as 
clinically appropriate and practicable and verbal de-escalation techniques will 
be used before any other intervention(s) 


e All staff should be able to exhibit patience, empathy, active listening and 
problem solving skills in an effort to establish rapport with patient in crisis 


e Verbal de-escalation should be continued even when other interventions are 
indicated 


e The treatment team assigns during moming rounds Crisis Management 
Intervention roles to unit staff members on a daily basis so they can be 
activated in times of crisis. 


e Available staff will manage and protect other patients and move them from 
the area of crisis 


e Whenever possible, sensory modulation techniques will be considered as one 
of the de-escalation techniques. 


e If all other measures have failed, staff should initiate code white 


e A Code White is activated when the Inpatient treatment team needs assistance 
in managing and de-escalating a patient with potential or actual violence. (see 
Code White Emergency Response System Policy) 


E. DOCUMENTATION 


All staff involved in assessments and management of patients with aggressive/violent 
behavior will maintain detailed documentation in the progress notes of their observations, 
assessments and interventions. 


Nursing staff will document on patients at HIGH risk of violence every shift. 


Clinical risk assessment will be prominent in the Psychiatric Mental Status Examination 
and Formulation including the highlights of risks and protective factors. 


Psychiatrist in the CPEP/EOU will document patient assessment and pertinent changes 
daily during daytime and Bell shifts. Psychiatrist in the Inpatient service will document 
assessment in the admission psychiatric note and daily in the progress note, as long as the 
patient remains at HIGH risk (not limited to first 5 days of admission only). Weekly 
summary of the ongoing assessment with pertinent findings will be documented in the 
psychiatrist weekly note. 


Treatment planning must incorporate risk reduction goal for all patients at HIGH and 
MODERATE risk and list the interventions planned, both for managing the acute risk and 
addressing the long term issues. 


Treatment planning documentation will be updated weekly and will address the progress 
toward the treatment goal of reduction of violence risk. 


At the point of treatment when high violence risk is resolved, the patients attending 
psychiatrist must document in his/her note and treatment plan the assessment confirming 
this finding and ensuing interventions. 

In the case of an event of perpetrated violence, nursing staff and the psychiatrist on duty 
will document the behavior, the assessment and the initial intervention plan in the 
medical record. 


F, REPORTING 


Each instance of perpetrated violence or attempted assault requires clinical review as per 
policy. 


All OMH reportable incidents involving violence will be investigated and reported timely 
to Risk Management and a clinical review will be conducted as per policy. 


G. SPECIAL PROCEDURES: Child and Adolescent Psychiatric Inpatient Service 


1. All child or adolescent patients in the CPEP/EOU and Inpatient service will 
receive a comprehensive clinical assessment as outlined above. 


2. All children and adolescents will receive a violence assessment in CPEP which 
will not be scored, as well as the Modified Overt Aggression Scale (MOAS). On 
admission to the inpatient unit, the assessment will include the MOAS. The 
MOAS is a brief measure with established discriminative validity that is based on 
the Yudofsky Scale and is used to rate verbal and physical aggression. This tool 
provides decision support in assigning risk categories. 


e HIGH RISK -A score of 20 or more requires immediate notification of 
the psychiatrist who will do a full clinical assessment of the behavior. The 
patient will be placed on appropriate level of observation pending the 
assessment of the attending. 


e MODERATE RISK - A score of less than 20 and more than 10 will 
inform nursing observations to focus on environmental safety and 
behaviors related to violence risk. 


e LOW RISK -A score of less than 10 requires no special precautions 
before full assessment is done. 


e The RN will notify the psychiatrist of all patients with a HIGH or 
MODERATE risk and document such in their note. 


e Inthe CPEP the initial MOAS will be completed based on presenting 
history and observations in CPEP. Subsequently, MOAS will be 
completed daily to register behaviors observed during the preceding 
twenty four (24) hours. Administration of the MOAS can be discontinued 
after scores in the less than ten (10) range for three consecutive 
administrations. The MOAS is regularly reviewed by the attending 
psychiatrist and is referenced in the progress notes and other relevant 
record entries. 
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Instructions or Remarks: 


PHILOSOPHY 


Elmhurst Hospital Center recognizes that restraint is to be utilized solely to protect the patient against 
injury to self or others due to emotional or behavioral disorders which pose an imminent risk to the 
physical safety and psychological well being of the patient and the patient community. The modality of 
restraint is considered a serious interventions of last resort as it may potentially result in loss of dignity, 
violation of patient rights and in rare instances death. The Department of Psychiatry/Behavioral Health 
does not use seclusion as an intervention. 


Understanding these risks, leadership supports limiting their use only to emergency situations. 


Non-physical interventions for dealing with potentially dangerous patient behaviors are consistently 
preferred over physical interventions. Elmhurst Hospital Center continually strives to eliminate the use of 
restraints through ongoing performance improvement. The Department of Psychiatry strives to minimize 
conditions that give rise to restraint use through allocation of sufficient staff, continual development and 
enhancement of staff expertise as well as leadership participation in supervising and reviewing events of 
restraint. 


Elmhurst Hospital Center works collaboratively with patients and staff towards the goals of prevention, 
reduction, and ultimately elimination of the use of restraint in the care and treatment of Behavioral Health 
patients. 


PURPOSE: 


1. To insure that restraints are used in a manner that protects patients’ health and safety while 
preserving their confidentiality, dignity, rights, and well being. 


2. To define the differences between those situations where non-behavioral or behavioral restraints are 
to be utilized. The patient's non-violent vs. violent behavior provides the clinical criteria which 
determine the type of restraint which is applicable, not the setting or type of restraint employed. 


3. To provide guidelines for utilization and documentation of restraints in order to prevent adverse 
effects to patients and/or others. 


DEFINITIONS: 


RESTRAINT: 


The term “restraint" includes either (A) physical restraint or (B) chemical restraint (medication 
that is being used as a restraint). 


(A) Physical Restraint: 

A physical restraint is any manual method, physical or mechanical device, material or equipment that 
immobilizes or reduces the ability of the patient to move his/her arms, legs, body, or head freely, 
whether attached or adjacent to the patient's body, that: 


e is not a usual or customary part of a medical, diagnostic, or treatment procedure to which the 
patient/legal representative has consented; 

e is not indicated to treat the patient’s medical condition or symptoms; 

e does not promote the patient’s independent functioning; 

e cannot be easily removed by the patient (e.g. lap belts must be self-releasing otherwise they 
are considered as a restraint). 


The following are considered forms of Physical Restraint: 


Manual Restraint 

A manual restraint is a form of physical restraint that occurs when a patient is placed under the direct 
control of a manual hold to the degree that it meets the standard for reducing the ability of the patient 
to move their arms, legs, body or head freely. A manual restraint is used to manage violet or self- 
destructive behavior that jeopardizes the immediate physical safety of the patient, a staff member, or 
others. 


Wrist and Ankle Restraint (Four Point Restraint): 

Wrist and Ankle (Four Point) restraints are commercial limb restraints that immobilize each limb by 
preventing the free movement of both arms and both legs, while patients are positioned at a 45- 
degree angle on their backs in a bed. 


Five Point Restraint: 
The use of four-point restraint with the addition of a commercial padded cloth strap placed over the 
patient’s torso below the diaphragm, secured to the bed frame. 


(B) Chemical Restraints (Drugs as Restraints) 
A chemical restraint is a drug or medication when it is used as a restriction to manage the patient's 


behavior or restrict the patient’s freedom of movement and is not a standard treatment or dosage for 
the patient’s condition. 


e Chemical restraints are never to be utilized in Behavioral Health care or as a treatment at 
Elmhurst Hospital Center. 

e Medication must be prescribed for use within the pharmaceutical parameters approved by the 
United States Food and Drug Administration and the manufacturer for the indication for which it 
was manufactured and labeled to address, including listed dosage parameters. 

e The use of the medication follows national practice standards established or recognized by the 
medical community and/or professional medical association or organization. The use of a 
medication to treat a specific patient’s clinical condition is based on that patient's symptoms, 
overall clinical situation, and on the physician’s or other LIP’s knowledge of that patient’s 
expected and actual response to the medication. 

e An additional component of standard treatment using a medication is the expectation that the 
standard use of a medication to treat the patient's condition enables the patient to more 
effectively or appropriately function in the world around him/her than would be possible without 
the use of the medication. 


SECLUSION: 


Seclusion is the involuntary placement of a patient alone in a room or area, from which he or she is 
physically prevented from leaving. The Department of Psychiatry / Behavioral Health will not use 
seclusion as an emergency intervention. This applies to the CPEP, Adult Inpatient Units, including 
Forensic Unit, Child and Adolescent Inpatient Units. 


EMERGENCY: 


A situation during which the patient’s behavior is violent or aggressive and where the behavior presents 
an immediate and serious danger to the safety of the patient, other patients, staff, or others. 


LICENSED INDEPENDENT PRACTITIONER (LIP): 

Any individual who is permitted by law and by the hospital to provide patient care services without 
direction or supervision, within the scope of the individual's license and in accordance with individually 
granted clinical privileges. Elmhurst Hospital Center’s policy, as per New York State Office of Mental 
Health regulations, is that only physicians may write orders for restraints in Behavioral Health 
settings in New York State. 


APPROVED HOUSE STAFF: 

A house officer who provides patient care within the framework of an approved residency-training 
program and has been judged to be competent in the use of restraint by the house officer’s clinical 
department may write orders for restraint. 


EPISODE OF RESTRAINT 

Each written order indicates an episode of restraint. When a restraint is discontinued for any period of 
time, this is considered the end of an episode and a new order is required. The exception is when staff 
removes the restraint to provide care to the patient. (For example, the restraint is removed when the 
patient is bathed or during a procedure). 


EXCLUSIONS TO THE BEHAVIORAL HEALTH DEFINITION OF RESTRAINT: 


POSITIONING/SECURING DEVICES: 
A positioning or securing device used to maintain position, limit mobility or temporarily immobilize the 
patient during medical, dental, diagnostic, or surgical procedures is not considered a restraint. 


PATIENTS’ PROTECTIVE EQUIPMENT AND HELMETS: 
Protective equipment such as helmets do not constitute restraints and therefore can be used for safety to 
prevent patients with developmental disabilities/medical conditions from self-injury. 


ADAPTIVE/POSTURAL SUPPORTIVE DEVICES: 

Use of supportive devices to assist with posture and body alignment does not constitute restraint. 
Postural support such as a Posey vest, orthopedic appliances and tabletop chairs are acceptable if the 
patient can freely remove these devices. 


FORENSIC RESTRAINT OR SECLUSION: 
Forensic restraints or seclusion imposed by the Department of Corrections or law enforcement for 
security (non-clinical) purposes do not constitute restraint. (Forensic clients only) 


HANDCUFFS: 

Clinical personnel may never order handcuffs as restraints. The use of handcuffs by Hospital Police is 
governed and outlined by Hospital Police Policy and Procedure, “Use of Handcuffs,” and may not be 
applied for purposes of behavioral control. The use of handcuffs for forensic purposes with persons 
under the custody of the Department of Corrections or the New York City Police Department is not 
considered restraint and is not covered by this policy. 


TIME OUT: 

A Time Out denotes a voluntary restriction of a patient to a designated area, chair, or space from which 
the patient is not physically prevented or intimidated from leaving, nor coerced to remain within, for the 
purpose of providing the patient an opportunity to regain self-control for up to 30 minutes. The Time Out 
must be included in and consistent with the patient's treatment plan. The patient is to be educated as to 
the purpose and reason for the time-out as well as to the agreed-upon amount of time that he/she has 
chosen to remain in time-out. 


CALMING ROOM/COMFORM ROOM/QUIET ROOM: 

A calming room (or comfort room or quiet room) may be the area designated specifically as a space 
which patients may utilize for voluntary “time-out” or “time apart” from the community. Spaces which may 
be used include: the designated calming/comfort room, or other private, low-stimulation rooms or areas. 
The calming room door must remain unlocked at all times when a patient is using that space, and the 
patient can not physically be prevented or intimidated from leaving. The use of the calming room should 
be consistent with the patient’s treatment plan. 


LESS RESTRICTIVE MODALITIES/ALTERNATIVE INTERVENTIONS TO RESTRAINT: 


Interventions/actions used to reduce the patient’s behavioral activity, that pose a threat to harm self and 
of others. 


All patients will have a personal safety plan that will identify the patient’s individual preferences 
related to behavioral management preferences. 


To the extent possible, patients are to be allowed to utilize those coping mechanisms identified by 
them located in the assessment / aggressive profile (see personal safety plan) 


Examples of some less restrictive modalities/alternative interventions from least to most restrictive 
are: 

Provide empathy for patient’s experience 

Break the rule such as a green rule laundry time, snack time, visiting time 
Cognitive therapy techniques 

1:1 conversation with staff 

Verbal de-escalation/Situational Alliance * Repeat, Repeat, Repeat 
Assess that the patient is not in pain or other physical distress 

Decrease environmental stimuli 

Food/drink (warm beverage) 

Support and reassurance of safety 

Relaxation/deep breathing techniques 

Follow through on requests. 

Attend to individual cultural needs. 

Listening to music 

Reality orientation 

Exercise such as walking, sit-ups, push-ups 

Contact with family 

Special visiting hours 

Contact with lawyer/explanation of patient’s rights 

Modification in daily activity schedule 

Engage patient in neutral or therapeutic activity 

Change in care plan 

Relocation of bedroom 

Use of a single room 

Education regarding conflict resolution 

Use of meditation techniques 

Change of status and observation 

Utilize the principles of situational alliance (e.g., staff assumes a non-threatening 
stance and creates an immediate rapport with the patient) 

Time Out/ Voluntary time apart from others on the unit 

Medication as ordered, if accepted 

Medication without patient’s consent 

Manual Hold (considered a restraint) 

Restraint as per the patient’s identified preference only in emergent situations 


POLICY 


Elmhurst Hospital Center recognizes that restraint can produce serious consequences as this intervention 
poses inherent risks to the physical safety and psychological well being of the patient who may be or may 
have been victims of trauma in the past. Understanding this risk, leadership supports limiting the usage of 
restraint to emergency situations, only when there is imminent risk of physical harm to patients, staff 
members, or others. 


Elmhurst Hospital Department of Psychiatry/Behavioral Health does NOT use seclusion as an emergency 
intervention when there is imminent risk of physical harm to patients, staff member, or others. 


The leadership of Elmhurst Hospital center works collaboratively with patients and staff to create an 
environment that minimizes circumstances that give rise to the use of restraints while maximizing safety 
when restraint become necessary through adherence to the following standards: 


e Elmhurst Hospital Center supports the standard of care requiring that all preventive and 
alternative strategies must be attempted or considered prior to utilization of restraint. Non- 
physical interventions are the preferred intervention utilized by Elmhurst Hospital Center in 
order to ensure patients the right to be free from any form of restraint that is not medically 
necessary. 


e Restraint is an emergency intervention of last resort, considered only when other least 
restrictive interventions have been tried and deemed ineffective, at which point restraint is 
affected for the briefest possible time. 


e Elmhurst Hospital Center continually strives to eliminate the use of restraints through ongoing 
performance improvement activities. 


e =In an effort to minimize the use of restraints, the following factors are taken into account: unit 
staffing levels; staff training and expertise; patients’ comorbid conditions; patients’ physical 
needs and preferences; unit/environmental design that may support or hinder the development 
and maintenance of a therapeutic milieu; patient acuity, age and level of developmental 
functioning. 


e Elmhurst Hospital Center believes in a philosophy of restraint reduction through the planning of 
ongoing staff education and training, including: sensitization training of staff regarding patients’ 
rights, preferences and perspectives; ensuring competency of staff in the care and treatment 
of the patient at risk for harming self/others; education of staff regarding the provision of 
patient/family education and support of patient/family empowerment in planning health care; 
and continuous concurrent quality and performance improvement initiatives. 


STANDARD OF CARE: 


1. The patient can expect that less restrictive alternative methods of control will be attempted or 
considered prior to use of restraints. To include patient's preferences identified in their personal 
safety plan. 


2. The patient can expect to have his/her physical and psychological needs met as well as his or 
her dignity and rights considered while in restraints. 


3. The patient can expect to have non-physical techniques utilized as the preferred method of 
intervention. 


4. The patient can expect to have restraints discontinued at the earliest possible time. 


5. The patient can expect to have restraint applied in a safe manner using standard techniques. 


6. The patient can expect to have his/her perception of the restraint experience discussed with the 
treatment team after each continuous episode and utilized in his/her plan of care. 


7. The patient can expect to have an initial assessment (Aggressive Profile: See Appendix A — 
Components of the Assessment) at the time of admission, which assists in obtaining 
information that can help minimize the use of restraint and determines which intervention may 
be most appropriate to use based upon the patient’s profile/ preferences.(Personal Safety Plan) 


8. The patient can expect to be included in the creation of his or her comprehensive treatment 
plan, which will be modified upon the initiation or discontinuation of each episode of restraint. 


9. The patient’s family can expect to be promptly informed of the philosophy and each episode of 
use of restraint to the extent that the information does not breech the patient’s confidentiality 
and the information is not clinically contraindicated. 


ADDITIONAL REQUIREMENTS REGARDING UTILIZATION OF RESTRAINT OF BEHAVIORAL 
HEALTH PATIENTS: (see also “Procedures,” below) 


RATIONALE FOR UTILIZATION OF RESTRAINT: 
o Restraint may only be used if needed to improve the patient's well-being and less restrictive 
interventions have been determined to be ineffective. 


o Restraint is never to be used for the convenience of staff, for discipline/ punishment/as a 
consequence for behavior, as coercion or as a substitute for a treatment program. 


RESTRAINT MUST BE IMPLEMENTED ONLY WHEN ALL OTHER LESS RESTRICTIVE 
ALTERNATIVES HAVE BEEN ATTEMPTED/CONSIDERED: 


Non-physical interventions are the first choice as an intervention unless the safety of other 
patients/visitors or staff demands an immediate physical response because of an imminent risk 
of physical harm to self or others. 


SECLUSION MAY NOT BE USED AS AN INTERVENTION: 


This applies to all divisions of the Department of Psychiatry/Behavioral Health including all 
inpatient units (including Forensic Unit) and CPEP. 


RESTRAINT MAY ONLY BE IMPLEMENTED IN APPROVED AREAS: 


Restrained patients must be placed in a room away from potentially violent or provocative 
patients or visitors, preferably in an area of decreased stimulation and one in which there are 
no other patients. 


PROVISION OF PATIENT PRIVACY AND DIGNITY: 


A patient must never be placed in restraint in a nude or semi-nude state. Patients should be 
protected from observation by other patients, visitors, and non-essential staff. Patient 
communication during episodes of restraint must be private and confidential as during all other 
aspects of the patient’s care in the clinical setting. 


PATIENT’S COMPREHENSIVE PLAN OF CARE: 
The patient must be aware of an involved in his/her comprehensive plan of care (as much as 
he/she is able to participate) throughout his/her hospitalization. When restraint is employed 
there must be a written modification of the patient’s plan of care. 


PATIENT SEARCH FOR DANGEROUS ARTICLES PRIOR TO RESTRAINT: 


Prior to or as soon as possible when restraining a patient, the patient must be searched for 
objects that may pose a danger to the patient such as glasses, belts, shoes, jewelry, sharp 
objects. 


CHOKING PRECAUTIONS MUST BE TAKEN: 


In order to reduce the possibility of choking while in restraints and/or when patients are offered 
food/fluids during restraints, the head of the bed elevated at a 45-degree angle with a foam 
wedge pillow and one limb left free to assist themselves when eating/drinking. 


ADEQUATE NUTRITION/HYDRATION WHEN PATIENTS REFUSE FOOD/FLUID: 


If a patient has been restrained and has refused food/fluid when offered due to extreme 
agitation or refusal of food, during mealtime, immediately after release from restraints, he or 
she shall be promptly offered food and fluids. 


PROTECTION OF STAFF WHEN PATIENT BITES OR SPITS: 


In order to protect staff against biting and spitting during restraint episodes, the staff must wear 
personal protective equipment (i.e., gloves, masks or face shields). 


o The patient’s face must never be covered in an attempt to prevent biting or spitting 
during restraint procedures. 


PROMPT RELEASE FROM RESTRAINT UPON ATTAINMENT OF BEHAVIORAL CRITERIA: 


Time-limitations on orders are not meant to indicate that restraint must be applied for the entire 
length of time for which the order is written. The standard for periodic assessment, the standard 
for monitoring and assisting, and the standard for re-evaluation, are intended to encourage the 
discontinuation of restraint as soon as the patient meets the behavior criteria for its 
discontinuation. 


EVALUATION/SUPERVISION REQUIRED FOR IMPLEMENTATION OF EACH EPISODE OF 
RESTRAINT: 


A patient may be placed in restraints only under the direct supervision of a registered nurse 
(RN) or a physician. Each episode of restraint requires a written order by a physician. 


IN-PERSON EVALUATION OF PATIENT FOR EACH EPISODE OF RESTRAINT: 
After the original order expires, a physician must see and assess before issuing a new order. 


UNIT RESTRAINT RECORDS: 
Documentation is accomplished in a manner that allows for the collection and analysis of data 
for performance improvement activities 


The RN will document each episode of restraint in a permanent log maintained on the unit. 


The RN will document each episode of restraint on the quality indicator review sheet and 
forward to the Nursing Supervisor on each shift. 


MANDATED REPORTING OF DEATH DURING, OR RESULTING FROM, RESTRAINTS: 


The hospital must report to CMS, OMH, JCAHO, and DOH any death that occurs while a 
patient is restrained, or where it is reasonable to assume that a patient's death is a result of 
a restraint episode. 


DEBRIEFING: 


Debriefing for the patient, staff regarding the episode of restraint is important in helping to 
reduce the use of restraint. 


o Debriefing should occur as soon as possible following the event and in any case within 24 
hours of the event. 


o Notification of the family is done if the patient gives written permission at the time of 
admission/assessment to contact the family/significant other. This should occur as soon 
as possible after the initiation of the intervention. 


o Debriefing with the patient, staff wnen possible should include: 


1. What led to the incident? 

2. What could have been handled differently? 

3. The patient’s perception of the restraint experience. 

4. When indicated the treatment plan will be modified based upon his/her reactions to 
the interventions. 

How the patient’s physical well-being and psychological comfort were addressed 
Counseling the patient for any physical or psychological trauma that may have 
resulted due to the incident. (See Appendix O — Debriefing Form) 

Notation of any physical findings such as bruising, scratching, redness etc. 
Information obtained from debriefing is used in performance improvement activities 
Debriefing flow sheets are furnished in the patient’s medical record. A copy of the 
debriefing flow sheet is sent with the quality review sheet to the Nursing Supervisor 
on each shift. 


Da 
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e INITIAL ASSESSMENT PROCESS: 


(2) 


(0) 


(2) 


Assess the patient for current physical and psychological risk factors as well as special needs. 
Consider pre-existing medical conditions such as sleep apnea, hiatal hernia, seizure disorders, 
physical disabilities, and/or a history of sexual or physical abuse. 

The individual and/or family are informed of the organization’s philosophy regarding the use of 
restraint to the extent that such information is not clinically contraindicated. 

The role of the family, including their notification of a restraint episode, is discussed with the 
individual, and, as appropriate, with the individual’s family. This is done in consideration of the 
individual’s right to confidentiality. 


e BEHAVIORAL HEALTH ADVANCE DIRECTIVES/PREFERENCES: (Personal Safety Plan) 


The initial assessment of each individual should include obtaining information about the 
individual that could help minimize the use of restraint, as appropriate. Techniques, methods, or 
tools that would help the individual control his or her behavior should be discussed. 


e MEDICATION ORDERED AND ADMINISTERED DURING EPISODES OF RESTRAINT: 


(0) 


The medication must be used within the pharmaceutical parameters approved by the Federal 
Drug Agency and the manufacturer for the indication it is manufactured and labeled to address, 
including listed dosage parameters. 


The use of the medication follows national practice standards established or recognized by the 
medical community or professional practice associations 


The use of the medication to treat a specific patient’s clinical condition is based on the patient's 
symptoms, overall clinical situation, and on the physician’s knowledge of the patient's expected 
and actual response to the medication. 


The use of the medication to treat the patient’s condition enables the patient to more effectively 
or appropriately function than would be possible without the use of a medication. 


When a patient is given psychotropic medication as a therapeutic intervention or alternative to 
restraint, the patient is assessed, including vital signs, q 30 minutes for the first hour post 
administration of medication by the RN for patient response to the medication and for side 
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effects is documented in the progress notes. (Side effects including dramatic changes in vital 
signs or changes in mental status will be reported to the physician.) 


e TEAM PARTICIPATION IN RESTRAINT PROCESS: 
All members of the clinical team are expected to participate in the restraint process. 
Participation may involve not only the physical intervention with the patient being restrained, but 
also helping to secure the area, keep other patients safe and away from the intervention and 


restraint process. 


e TRANSPORT OF PATIENTS WHILE IN RESTRAINTS: 


A patient in restraints is not to be transported from one area of the hospital to another except 
for specific instances in which the patient must be transferred to another area for treatment. In 
those situations the patient is monitored on 1:1 during the transfer, appropriately covered to 
maintain dignity, and upon arrival the current order for restraints is invalid and a new order if 


applicable must be initiated. 


PROCEDURE: 


CARE OF THE PATIENT REQUIRING BEHAVIORAL RESTRAINT 


1 e ASSESS VALIDITY OF 
PATIENT’S NEED 
FOR RESTRAINT 


e DETERMINE THAT 
ALL ALTERNATIVE 
PROCEDURES HAVE 
BEEN CONSIDERED 
AND HAVE FAILED 


e ASSESS THE 
PATIENT’S 
BEHAVIOR TO 
DETERMINE THAT 
THE PROCEDURE OF 
CHOICE IS THE 
LEVEL OF CARE 
REQUIRED AT THIS 
TIME 


Restraint may be utilized only if is required in order to: 


1. Protect the safety of a patient who presents with extreme 
agitation, danger to self and/or dangerous behavior 
towards others. 


2. Protect the safety of a patient who cannot be reasoned 
with, persuaded, contained, delayed or denied, in these 
instances, control must be established in order to prevent 
the patient from seriously injuring himself/herself or others. 


The RN or LIP is responsible for directing the process of 
placing the patient in restraints in accordance with safe and 
appropriate techniques. 


Prior to applying restraints, alternative and verbal intervention 
should be considered (see “Less Restrictive 
Modalities/Alternative Interventions to Restraint” under 
“Definitions” in this policy). 


Staff should also utilize the findings of the aggression profile (See 
Appendix A - Components of the Assessment) and information 
provided in patient’s advance directives regarding Behavioral 
Health Care in order to attempt to de-escalate patient and avoid 
utilization of restraint. 


2 | ASSESS PATIENT’S 
CURRENT PHYSICAL 
AND PSYCHOLOGICAL 
FACTORS AS WELL AS 


Possible contraindications/alerting conditions to be 
considered when ordering restraints include: 


e Very hot or humid environmental conditions. 
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| SPECIAL NEEDS 


HA ANAGEMENT 
e ~=Fragility of skin, as in the elderly. 
e History of physical/sexual abuse. (trauma) 
e =©Past history of NMS 


e Past history of extra pyramidal reactions’ to 
medications/drugs being ordered as a restraint or in 
conjunction with restraints 


e Diagnosis of senile dementia 


e Conditions that would render the patient more vulnerable 
to decreased stimuli (e.g., hearing or visually impaired). 


e Severe claustrophobia 


e Unstable medical conditions requiring close monitoring 
such as the following: 


o Pregnancy 

o Sleep apnea 

o Hiatal Hernia 

o Physical disabilities 

o Respiratory conditions 
o Cardiac conditions 


o Physical/medical conditions, or medications 
that impair thermoregulation 


PHYSICIAN’S 
RESPONSIBILITY 


Prior to Writing of Physician Orders: 
Prior to writing an order for restraints, the physician will: 


e Personally evaluate patient's physical and mental 
status and review this assessment with the treating 
staff for each period of restraint. 


e Evaluate the appropriateness of less restrictive 
measures and implement in the least restrictive manner 
possible; 


e Review patient’s record. 
e Review patient’s medication. 


e Work with the patient and staff to identify ways to help 
the patient regain control. 


e Insure that there are no_ contraindication/alerting 
conditions to restraint. 


e If a new episode of restraint becomes necessary, The 
MD provides a new written order that will: 


e Never be written as a standing or on an as 
needed basis (that is, PRN) 


e Be followed by consultation with the patients 
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HAVIORAL MANAGEMENT OF RESTRA EPISO 
treating physician, as soon as possible, if the 
restraint is not ordered by the patient's treating 
physician or In-House Bell Attending 


e Bediscontinued at the earliest possible time 
The Physician’s Order will contain: 
e Date of restraint order. 


e Time of order (beginning at exact time patient was 
placed in restraint). 


e Starting and ending time of restraint application. 
e =Type of restraint. 
e Include circumstances that led to restraint. 


e Reason for restraint specifying justification for 
intervention. 


e Any special care or monitoring instructions. 
e Behavioral Criteria for discontinuing restraint. 
e Time Limit for Restraint Orders: 


e Manual Hold: order cannot extend beyond 10 
minutes 


e Adults ages 18 and older: order cannot extend 
beyond two (2) hours. 


e Patients ages 9 to 17: order cannot extend 
beyond one (1) hour. 


Children less than age 9 years: order cannot 
extend beyond thirty (30) minutes. 


e If restraint is needed to continue beyond the expiration of 
the time-limited order, a new order is obtained from the 
Physician who is primarily responsible for the 
individual’s ongoing care or from his/her designee 


e A-valid and complete assessment and restraint order is 
required for every episode of restraint. 


e If the patient requires restraint beyond 4 hours an 
attending physician must evaluate the patient in 
person and document the need for continued 
restraint. 


e In situations where the MD assesses that restraint 
initiated by the RN in an emergency situation are not 
required at the time of MD’s in-person assessment, the 
MD does not write an order for the period of restraint 
which occurred prior to the MD’s arrival. 


e The MD should review the patient’s treatment plan and 
re-evaluate the efficacy or the patient's plan of care in 
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response to each episode of restraint. 


e The MD should revise the patient's plan for care and 
treatment in response to each episode of restraint. 


PRN Restraint Orders: 
Restraint orders are never to be written as a standing or PRN 
order. 


Chemical Restraints: 
Chemical restraints are never to be utilized in Behavioral Health 
care or as a treatment at Elmhurst Hospital Center. 


Restraint by the Attending Physician: 


The restraint order must be followed by consultation with the 
patient’s treating physician as soon as possible if the patient’s 
treating physician does not order the restraint. 


During weekends, holidays and off shifts, when the treating 
physician is not in the house the In-House Bell Attending will be 
notified of all restraints in addition to the covering MD. 


EMERGENCY INITIATION 
AND MAINTENANCE OF 
RESTRAINTS: 


e In an emergency, an RN may initiate restraints only to 
the extent necessary to prevent a patient from harming 
self or others. 


e The RN immediately summons a physician who must 
perform a face-to-face assessment on the patient within 
thirty minutes and determine whether restraint of should 
be continued. 


e If the physician does not arrive within thirty minutes, the 
Senior RN must contact the physician’s appropriate 
supervisor or administrator in addition the RN _ will 
document any delay in the physician’s arrival in 
evaluating the patient in the patient’s record. 


e Pending the physician’s arrival, the RN will document the 
application of restraints, the rationale for use including 
type of restraint, least restrictive measures used, and 
care given. 


In no case will the patient remain in restraints for 
longer than one hour without performance of a 
personal, face-to-face assessment by a physician 


e When necessary the staff will call a Code White — 
(psychiatric emergency) to initiate a team response to 
the emergency situation. A Code White is called prior to 
calling Hospital Police. 


e When a Code White is called, the supervisor or 
administrator is then responsible for contacting the 
physician. 


e The N.C.C./A.D.N. or Nursing Supervisor of the Tour will 
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be contacted immediately upon initiation of restraint and 
will provide supervision and leadership to the process 
upon notification. 


Upon arrival, the physician will record the time and reason 
for delay in the clinical record. 


ASSEMBLE 
APPROPRIATE STAFF 
AND EQUIPMENT AT 
PATIENT’S BEDSIDE 
FOR Four Point and Five 
Point RESTRAINT 


For the patient in restraint: 


assure head of patient’s bed is elevated at a 45-degree 
angle with a foam wedge pillow 


search patient for contraband/dangerous items 
assure patient’s modesty and privacy 


assign clinically competent staff to remain with 
restrained patient on a 1:1 observational status. 


APPLICATION/ 
INITIATION OF Four Point 
and Five Point 
RESTRAINT 


Apply secure restraint. 


For patient in restraint, ensure that patient is placed in 
a comfortable position in order to maintain proper body 
alignment. 


Place form wedge pillow between the bed frame and the 
mattress of a Psychiatric style platform bed or on top of 
the mattress with the sheet covering it. 


When properly placed, head elevation of 12 inches can 
be achieved. Whenever the head of a patient’s bed is 
not elevated, precise documentation must be placed in 
the medical record by the Registered Nurse, e.g.: patient 
repeatedly refused despite education about the risks 
(identify risks discussed), elevation is unnecessary as 
determined by MD, patient will only agree to the use of 
regular pillow (notify MD, document discussion and 
patient compliance with regular pillows), etc. 


If the head of the bed cannot be elevated due to a 
mechanical reason and a lack of available wedge 
pillows, the Assistant Director of Nursing must be 
notified to facilitate obtaining one from another unit. 


As soon as the restraint episode ends, the staff will 
remove the wedge from the room. 


Check patient’s vital signs on initiation of restraint; upon 
administration of any medication; upon renewal of 
restraint order; and at monitoring intervals designated in 
Restraint Flow Record. 


Additional Requirements Regarding Application/Initiation of 
Four Point and Five Point Restraints 


The RN determines at the time of initial assessment 
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whether the patient has an advance directive with 
respect to behavioral health care and assures that direct 
care staff is aware of the behavioral health care advance 
directive. 


e The RN or MD authorized to initiate restraint and or 
perform evaluation/re-evaluation of patients in restraint 
to assess their readiness for discontinuation or establish 
the need to secure a new order receive the training and 
demonstrate the competence cited in Appendix F. 


e The RN or MD is responsible for directing the process of 
placing the patient in restraints in accordance with safe 
and appropriate techniques. 


e Prior to applying restraints, alternative and _ verbal 
interventions should be considered and attempted. Staff 
should utilize the findings of the aggressive profile (See 
Appendix A - Components of the Assessment) and of 
the patient's Behavioral Advance Directives in order to 
assist the patient in de-escalation. 


e Steps to be taken in the application of restraints (See 
Appendix C — Application of Four Point and Five Point 
Restraints) 


e All members of the clinical team are expected to 
participate in the restraint process. 


MONITORING OF 
PATIENTS IN Four Point 
and Five Point 
RESTRAINT 


Only clinically competent staff members are authorized to 
assess and assist patients at the initiation of restraints 
and to perform every-15-minute documentation and 
continually readdress the following needs of patients in 
restraint: 


e Patient’s behavior and/or verbalizations: 


o An RN must be summoned to see patients 
who appear frightened, anxious, or upset 
over the intervention 


o Any complaints, physical findings, or 
changes in mental status are addressed and 
documented. 


o Patients behavior and _ response _ to 
interventions for readiness for release. 


e Patient’s vital signs on initiation of restraints and as 
mandated thereafter 


e Patient’s elimination needs 

e =Patient’s nutritional/hydration needs 
e ~=©Patient’s hygienic needs 

e Patient’s circulatory status 


e Patient’s range of motion 
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Administration of medication (if applicable) 
Response to administration of medication (if applicable) 


Only an RN/MD may assess the patient’s response to 
medications and readiness for release. 


Staff competent to perform monitoring of patients in 
restraint must recognize, report immediately to the 
RN/MD, and document: 


Signs and symptoms of _ incorrect application of 
restraints (at initiation of restraint at regular intervals as 
mandated) 


Signs and symptoms of patient’s psychological distress 
as indicated by anxiety/panic, fearfulness, tearfulness, 
verbalizations of discomfort or complaints/concerns 
regarding quality of care. 


Attempts made by staff to assist the individual in meeting 
the behavioral criteria for release and these will be 
recorded on the flow sheet 


Signs and symptoms of physical distress and/or 
abnormal findings, including but not limited to: 


o A temperature of 100° F and above, or 97.5° 
F and below 


o Blood pressure below 90/60 or above 
170/100 


o Pulse below 60 or above 120 
o Respiration below 10 or above 22 


o Deteriorating mental status (e.g., delirium) 


Staff Observation of Patients Requiring Restraint: 


While restrained 


o patients are continuously observed and 
observations documented every 15 minutes 


o A separate order for a 1:1 for patients in 
restraints is not required and is considered 
to be a standard of care. 


e During episodes of restraint: 


o The staff member carrying out the 1:1 Observation is 


within one arm length of the patient and observing 
the patient at all times. 


DOCUMENTATION OF 
PATIENT CARE DURING 
RESTRAINT 


DOCUMENTATION OF PROGRESS NOTES RELATED TO 
RESTRAINT 


PHYSICIAN PROGRESS NOTES 
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The focus of 
documentation is on the 
patient’s care and 
progress 


Physician’s progress notes are written: 


At the time the patient is placed in restraints 
At the time of renewal of each restraint order. 


At time of MD’s arrival following application of 
emergency restraints 


At time of MD’s arrival following delay in MD response to 
call for order for emergency restraints 


Upon use of Manual Restraint, to be documented on the 
MD order progress note 


Initial Physician’s Progress Note Must Include: 


Date 


Time within 30 minutes of initiation of restraints and in 
any event within 1 hour 


Type of physical restraint used and rationale for use. 


Less restrictive interventions attempted were ineffective 
(check off alternative interventions attempted and not 
effective see list on RN progress note/MD order.) 


The condition that warranted the use of restraint 
Pre-existing medical conditions 


History of physical or sexual abuse that would place the 
individual at greater risk for injury while restrained. 


Mental status, thought content, verbalizations, actual or 
potential dangerousness to self or others 


Physical status of the patient’s medical conditions, and 
level of consciousness, level of alertness. 


Physical condition, including hydration, skin color, 
perspiration, movement. 


Documentation of the name of the Attending MD notified 
if other then the attending documenting the note. 


Documentation of debriefing form completion regarding 
this episode of restraint. 


Date/time the individual’s family was notified of episode 
of restraint (include notation of failed attempts to contact 
family). 


REGISTERED NURSE PROGRESS NOTES 


Registered Nurses’ progress notes are written: 


When the patient is placed in restraints. 
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When the physician is notified of emergency restraint 
use. 


When the physician is delayed in coming to assess the 
patient following the emergency application of restraints. 


With the renewal of each restraint order. 
When the patient is released from restraints. 


When the patient meets the criteria for release prior to 
the expiration of the order the MD shall be notified and 
documentation of the discontinuation and notification is 
placed in the progress notes. 


Notes regarding the release from the restraints will 
include information that the patient met the conditions for 
release, as well as the patient's perceptions of the 
experience in restraint as documented on the debriefing 
form. 


Date and time the individual's family is notified of 
initiation of restraint. 


When the patient voices a complaint or when there are 
physical findings or changes in mental status. 


The initial RN progress note must include: 


Less restrictive interventions attempted and reason they 
were ineffective were ineffective. 


Reason for application of restraint. 
Date of restraint 

Time physical restraint began 
Type of physical restraint used 


Indication that procedure and condition for release was 
explained to patient 


If applicable, by signed consent of the patient, the 
family/identified person will be notified of the procedure 
and an explanation given for its use. 


Reference to modification of patient's treatment plan 
regarding current episode of restraint. 


Progress notes should reflect that the monitoring 
complies with the MD order for evaluation and 
monitoring. 


DOCUMENTATION OF COMPREHENSIVE TREATMENT 
PLAN RELATED TO RESTRAINT 


Upon initiation or discontinuation of each episode of Restraint, 
a corresponding modification must be made in the patient’s 
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plan of care. 


DOCUMENTATION ON RESTRAINT FLOW SHEET OF 
MONITORING OF PATIENTS DURING EPISODE OF Four 
Point and Five Point RESTRAINT 


The standard of care requires that a clinically competent staff 
member be assigned to continually monitor the patient in 
restraint. The assigned staff member documents each of the 
required observations listed below every 15 minutes on the 
Restraint Flow Sheet: 


Patient’s behavior and/or verbalizations : 


An RN must be summoned to see patients who appear 
frightened, anxious, or upset over the intervention 


An RN must physically assess the patient every 15 
minutes if staff other than a RN is assigned to monitor 
the patient while in restraint, the RN will review and initial 
the restraint flow sheet after the assessment. 


Any complaints, physical findings, or changes in mental 
status are addressed and documented. 


Patient's behavior and response to interventions for 
readiness for release 


Patient’s vital signs (on initiation of restraints) 
Patient’s elimination needs 

Patient’s nutritional/hydration needs 

Patient’s hygienic needs 

Patient’s range of motion 


Observation status- restraint: the patient is maintained 
on 1:1 status with clinically competent staff throughout 
an episode of restraint 


Medications administered per MD order during restraint 
and their effectiveness is documented. by the RN in the 
medical record and on the Restraint Flow Sheet 


Circulatory status: The patient’s circulation to restrained 
limbs must be monitored and documented with special 
attention to, but not limited to the following: 


o The skin condition of the restrained limbs 
must be assessed and evaluated by taking 
note of color and temperature changes. 


o A one-finger check for any limb restraint 
must be provided to ensure that proper 
circulation is maintained. (The current 
commercial restraints used are Velcro and 
allow for only a one-finger check of the 
limbs and a two-finger check of the fifth 
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point chest restraint if necessary.) 


o Numbness/tingling: The patient must be 
evaluated for any changes in sensation of 
the restrained limbs. 


Staff competent to perform monitoring of patients in restraint 
must recognize, report immediately to the RN/MD, and 
document: 


Signs and symptoms of _ incorrect application of 
restraints (at initiation of restraint at regular intervals as 
mandated) 


Signs and symptoms of patient’s psychological distress 
as indicated by anxiety/panic, fearfulness, tearfulness, 
verbalizations of discomfort or complaints/concerns 
regarding quality of care. 


Attempts made by staff to assist the individual in 
meeting the behavioral criteria for release and these will 
be recorded on the flow sheet 


Signs and symptoms of physical distress and/or 
abnormal findings, including but not limited to: 


A temperature of 100° F and above, or 97.5° F and 
below 


Blood pressure below 90/60 or above 170/100 
Pulse below 60 or above 120 
Respiration below 10 or above 22 


Deteriorating mental status (e.g., delirium) 


DISCONTINUATION OF 
Four Point and Five Point 
RESTRAINT 


Authority to Assess Patients for Discontinuation of 
Restraint: 


Either a physician or registered nurse is trained to 
discontinue restraints. 


A registered nurse may release a patient from restraints 
prior to the order’s expiration time without a written 
physician’s order if the criteria for release are met. 


Staff members who initiate and terminate restraint must 
be specifically trained and deemed competent. At 
present this includes the senior registered nurse or MD 
on the unit at the time. 


If a patient is released from restraint prior to the 
expiration of an order and the patient makes no overt 
gestures, which indicate the threat of serious harm to 
him/herself or others, restraints may not be re-imposed 
and a physician will be notified immediately. 


Restraints may only be re-imposed in such situations if 
the MD in\his/her professional judgment deems that 
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release would be harmful to the patient or others. 


If the patient is released from restraint prior to the 
expiration of the order the RN must inform the physician 
and document this notification in the progress note 
written at the termination of restraint. 


Only an RN/MD may assess the patient’s response to 
medications and readiness for release. 


Indications for Discontinuation of Restraints: 


Termination of causative situation and patient is “in 
control.” (e.g., the patient is no longer a danger to 
self/others and is able to interact with professional staff, 
managed by least restrictive methods). 


The individual can verbally plan for safety. 
The individual is no longer making verbal threats. 


A medical indication, which raises questions about 
adverse effects of the restraint procedure, has 
supervened (e.g., a patient receiving Neuroleptic therapy 
becomes febrile). In such cases the LIP shall be notified 
immediately. 


The patient is asleep. 


The patient has met the criteria for release as indicated 
in the physician’s progress note. 


Care of the Patient Upon Release from Restraint: 


When patients are released from restraint, the following can and 
should be done promptly: 


the affected areas are inspected. 


the affected areas are massaged (unless 
contraindicated) 


skin lotion is applied to affected areas 
range of motion exercises provided. 


Toileting, fluids and nourishment are offered. 


Documentation of Discontinuation of Restraints: 


The RN will write a progress note indicating: 


Date 
Time 


Description of the behavior at time of discontinuation of 
restraint. 


The effects of the use of psychoactive medications as 
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modality for discontinuing physical restraint. 


e ~=Any injury, as it may have occurred during the process of 
restraint. 


e The RN will document a record of all patients restrained in 
a permanent log maintained on the unit. 
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DEBRIEFING 


Debriefing of Patient and Staff Upon Discontinuation of 
Restraint Episode: 


After each episode of restraint used for behavioral health 
purposes, staff members who participated in their use, if 
available, participate in a debriefing with the patient and, as 
determined by the patient’s preferences and plan of care, the 
patient’s family. 


The debriefing process is important in reducing the recurrent use 
of restraint. 


e Debriefing should occur as soon as possible following 
the event and in any case within 24 hours of the event. 


e Notification of the family is done only if the patient gives 
written permission at the time of admission/assessment 
to contact the family/significant other. Notification should 
occur as soon as possible after the initiation of the 
intervention. 


e Attempts to contact the patient’s family will be made by 
the patient's attending physician/primary therapist 
(child/adolescent) during from 9-5 daily except Sat/Sun 
and Holidays. 


e Weekends and holidays the tour Il staffing NCC/A.D.N. 
will contact the family or significant other. 


e During the evening and night tour daily the Nursing 
Supervisor will be responsible for making contact with 
the family. The supervisor will report to the unit where 
the restraint is occurring and will assess the situation, 
contact the family and fill out the hospital form indicating 
that the family has been notified. 


e On the child and adolescent units the patient’s primary 
therapist may contact the family and document this in 
the record at the discretion of the attending physician. 


Debriefing with the patient, staff when possible should 
include: 


e What led to the incident? 
e What could have been handled differently? 


e The patient’s perception of the restraint experience. 


e When indicated the treatment plan will be modified 
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based upon his/her reactions to the interventions. 


e How the patient’s physical well-being and psychological 
comfort were addressed 


e Counseling the patient for any physical or psychological 
trauma that may have resulted due to the incident. (See 
Appendix K — Debriefing Form) 


e Notation of any physical findings such as_ bruising, 
scratching, redness etc. 


e Patients plan of care, treatment and services is 
reviewed and modified after each episode of restraint 


e Information obtained and documented from debriefing is 
used in performance improvement activities 


Guidelines for education of the family regarding restraint: 


e Inform the patient’s family of the reasons for use of 
restraints in this particular case. 


e Provide information regarding the general treatment 
plan. 


e Educate the family regarding the process unless the 
patient specifies that he or she does not want the 
family/significant other involved with his or her care. 


e The team will educate the family/legal guardian of all 
patients who are minors in regard to general information 
regarding the use of restraint. 


e The patient has a behavioral health advance directive 
which will be taken into consideration when informing 
the family and formulating the patient’s care plan. 


11 | HOSPITAL POLICE Hospital Police Role In Behavioral Health Restraints 


e When necessary, Hospital Police will provide additional 
assistance under direct clinical supervision of the staff in 
charge of the restraint procedure. 


e All Hospital Police officers who participate in placing 
patients in restraints or involved in the application and 
maintenance of restraints will be trained and competent 
as per the Department of Psychiatry Crisis Management 
Program. 


e Hospital Police will ensure that all officers involved in 
restraints attend the Department of Psychiatry’s 
Preventing and Managing Crisis Situations Program 
once every year. 


e Hospital Police are never to intervene through utilization 
of handcuffs in the process of restraining a patient. 
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12 | PATIENTS WITH Patients with Developmental Disabilities (Dually-diagnosed 
DEVELOPMENTAL persons served in the Behavioral Health setting) 
penne MIE o Patients with Developmental Disabilities 
(Dually-diagnosed) in the Behavioral health 
setting who require emergency intervention to 
prevent harm to self or others may be 
restrained. Seclusion is not to be used. Less 
restrictive alternatives and all other aspects of 
this policy and procedure apply and are to be 
followed. 
13 | EQUIPMENT Permitted Types of Behavioral Health Restraints: 
The only permitted types of restraints will be hospital-approved 
commercial restraints. 
Permitted Forms of Behavioral Health Restraints are: 

e Wrist and ankle restraints (Four Point) 

e Five Point 

e Manual holds in the presence of other staff members 
with an MD or RN present at all times 

Prohibited Forms of Behavioral Health Restraints include: 

e Locked restraints 

e Gauze bandages 

e Bed sheets 

e Handcuffs 

e Muslin straps 

e Leather belts or straps 

e Chemical Restraints 

14 | QUIET ROOM USE OF THE QUIET ROOM AND TIME-OUT ON ADULT AND 
FORENSIC PSYCHIATRIC UNITS: 
TIME-OUT PURPOSE: 

e To assist a patient in maintaining control of maladaptive 
behaviors and/or regain emotional equilibrium. 

e To assist a patient in controlling and preventing 
escalation of behaviors that may become dangerous to 
self or others and result in the need for restraint. 

DEFINITIONS: 
Time Out: 
Voluntary restriction of a patient to a designated area, chair, or 
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| space from which the patient is not physically prevented or 


intimidated from leaving, nor coerced to remain within, for the 
purpose of providing the patient an opportunity to regain self- 
control for up to 30 minutes. The Time Out must be included in 
and consistent with the patient’s treatment plan. The patient is 
to be educated as to the purpose and reason for the Time-Out 
as well as to the agreed-upon amount of time that he/she has 
chosen to remain in time-out. 


Quiet Room: 


Voluntary restriction of a patient to a designated area, chair, or 
space (Quiet Room) from which the patient is not physically 
prevented or intimidated from leaving, nor coerced to remain 
within, for the purpose of providing the patient an opportunity to 
regain self-control for up to 30 minutes (Time-Out). The Time 
Out must be included in and consistent with the patient’s 
treatment plan. The patient is to be educated as to the purpose 
and reason for the time-out as well as to the agreed-upon 
amount of time that he/she has chosen to remain in time-out. 


GUIDELINES FOR USE OF THE QUIET ROOM 


e Rationales for the use of the quiet room include the 
following: 


o Patient requests the quiet room. 


o Staff suggests that the patient spend time in 
the quiet room to decrease stimulation and 
facilitate relaxation, especially after 
administration of PRN medication for agitation 
(the patient must consent). 


e Contraindications for the use of the Quiet Room 


o Patients who are at acute risk for injury to self 
should not use the quiet room. 


e Observation 


o The use of the quiet room does not require a 
level of observation greater than routine 
observation (defined in the policy/procedure 
regarding the psychiatric patient checklist). 
Patients on Special Observation may use the 
quiet room at which time that the ordered level 
of observation is maintained. 


e Documentation 


o Nursing personnel document use of the quiet 
room in the progress notes. The reason, 
duration and observation during use as well as 
the outcome must be included in_ this 
documentation. 


15 


QUALITY IMPROVEMENT 


The Deputy Director of the department or his/her designee will 
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keep a record of all episodes of restraints in department of 
psychiatry. 


As part of the Elmhurst Hospital Center’s Performance 
Improvement Program, all restraint episodes will be regularly 
monitored, reviewed and incorporated into the Department of 
Psychiatry’s Quality Improvement Program. 


e Data collected on all restraint episodes include and are 


not limited to: 
o Unit 
o Time 
o Shift 


o Staff who initiated 


o Number of staff present on unit at time of 
event 


o Number of years of RN experience 
o The length of each episode 

o Date and time of each episode 

o Day of week 

o The type of restraint used 

o Injuries to staff 

o Injuries to patients 

o Number of episodes per patient 

o Age of patient 

o Gender of patient 

o Diagnosis 

o Unit census 

o MD who ordered 

o Rationale for use as recorded on order 
o Restraint Event greater then 6 hours 


o Use of psychoactive medications as 
alternative for or to enable discontinuation of 
restraint 


o Incident reports/ accidents that correlate to 
injuries resulting from restraint use. 


o Physicians participate in measuring and 
assessing use of restraint for all patients in the 
hospital. 


e In Forensic Psychiatry, the Unit Chief or designee is 
responsible to review each patient in restraint within 24 
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hours of initiation. If the 24-hour period ends on a 
weekend/holiday, the evaluation will occur on the next 
regular business day. 


The data obtained from episodes regarding restraint will 
be collected daily and aggregated monthly and analyzed 
quarterly to determine trends and patterns such 
information will be utilized to limit or decrease the use of 
restraint, redesign care processes and to determine if 
the interventions were utilized only in an emergency and 
only as measures of last resort. 


On all Behavioral Health Units (Inpatient, Forensic), as 
per regulations of the New York State Office of Mental 
Health, the Director of the service or designee must 
keep a record of all restraints. A log of all restraints 
episodes will also be maintained at the nursing station of 
each unit. 


The Deputy Director or his/her designee will be notified 
by NCC/A.D.N immediately regarding the following 
conditions: 


o A patient remains in restraint more than 6 
hours. 


o A patient experiences two or more separate 
episodes of restraint within 12 hours. 


o Thereafter, leadership will be notified every 
twenty-four hours if either of the above 
conditions continues. 


o A patient experiences multiple episodes of 
restraint 


o Staff must report to Deputy Director/Designee 
any serious complaint, concern, untoward 
event that occurs while a patient is restrained 


o Staff must report to the Deputy 
Director/Designee any serious injuries or 
death that occurs: 


o while a patient is restrained 


o within 24 hours after removal from 
restraint 


o within 1 week after restraint where it is 
reasonable to assume that the use of 
restraint contributed directly or indirectly to 
a patient’s death. “Reasonable to assume” 
includes (but is not limited to) deaths 
related to restrictions of movement, death 
related to chest compression, restriction of 
breathing or asphyxiation. 


o Serious injuries or death must also be 
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reported to appropriate agencies such as 
Office of Mental Health, Commission on 
Quality Care, Mental Hygiene Legal Service, 
New York State Department of health and 
mental Health, (NYPORTS), Centers for 
Medicare and Medicaid Services (CMS) and 
The Joint Commission (TJC). For CMS, the 
report must be submitted via telephone to 
CMS by the close of the next business day 
and documentation of the date and time of the 
call must be made in the patient's medical 
record 


Leadership receives Quality Improvement information 
and does the following: 


o Assess whether additional resources are 
needed to assist in discontinuation or restraint. 


o Minimize recurrent instances of restraint. 


The facility bases its staffing levels and assignments on 
a variety of factors including: 


o Staff qualifications 

o The physical design of the unit 
o Diagnoses 

o Co-occurring conditions, 


o Acuity levels, age and _ developmental 
functioning of individuals served. 


o Number of high risk violent patients on the unit 
based upon the violence assessment 


o Adjustment of staffing based on unit needs is 
made on a daily basis. 
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TRAINING AND 
COMPETENCY OF STAFF 


Training Policy 


All staff with direct patient contact will receive ongoing 
restraint education and training. (See Appendix F — 
Curriculum for the Preventing and Managing Crisis 
Situations Program) 


Clinical competence is evaluated and established prior 
to any staff member participating in restraint as well as 
re-evaluated annually. 


All direct care staff and any other staff involved in the 
use of restraint receive ongoing training and education 
and demonstrate and understanding of those 
competencies as outlined in the education appendix F. 


All staff who have direct patient contact must have 
ongoing education and training and demonstrate 
competence in the use of alternative interventions such 
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as verbal calming techniques; alternative methods for 
handling behavior, symptoms, and cognitive skills for 
situations that traditionally have been treated through the 
use of restraints (see appendix F); and the safe use of 
manual restraint techniques, four point and five point 
restraint application/removal techniques, . The only 
acceptable physical interventions are those taught in the 
Preventing and Managing Crisis Situations program, for 
example the two man removal. 


e Only clinically competent staff may participate in the 
restraint of a patient. Professional clinical staff (RN, MD) 
is BCLS certified and are trained in hospital emergency 
procedures Ancillary staff are trained and competent in 
Heart Saver. 


Education and Training Program 


All Behavioral Health/Psychiatric staff involved in the 
application of restraints will be competent in: The 
application/removal of _ restraints; appropriate holds; 
implementation of restraint; monitoring/ assessment of physical 
status of the patient; need for care as outlined in the 
documentation observation record; potential emergencies; 
providing care for a patient in restraints. 


These competencies will be determined prior to participation in 
restraints process and yearly thereafter. 


All direct care staff and any other staff members involved in the 
use of restraint are educated and receive ongoing training in, 
and demonstrate competence and understanding of the 
following areas: 


e Techniques for identifying staff and patient behaviors, 
events and environmental factors that may trigger 
circumstances that require restraint. 


e Trauma theory and its relationship to patient and staff 
behaviors. 


e Recognizing how age, developmental considerations, 
gender issues, ethnicity, and history of trauma, sexual or 
physical abuse may affect the way in which an individual 
reacts to physical contact. 


e Underlying causes of threatening behaviors exhibited by 
patients. 


e The impact that their behavior may have on the patient and 
the patient’s response to their behavior through the 
understanding of “good consumer relations techniques’. 


e The use of non-physical interventions skills such as: 
Situational alliances, mediation, win/win negotiation, 
verbal de-escalation practices such as_ selective 
agreement, passive __ listening, | empathy, and 
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improvisational listening and performance skills. 


e Understanding methods for choosing the least restrictive 
interventions as well as those outlined by the patient. 


e De-escalation and mediation as well as self-protective 
techniques that may be used to calm a situation. 


e Recognition of signs and symptoms of physical distress 
and psychological discomfort that may be occurring in 
patients who are restrained. 


e Understanding of medical conditions that may contribute 
to the patient’s agitation or aggression such as delirium 
that may have nothing to do with their psychiatric 
condition. 


e Safe application and use of four point restraint, five point 
restraint including the recognition of signs and symptoms 
of physical distress. 


e Monitoring the physical and psychological well-being of 
the patient who is restrained, including but not limited to: 
respiratory and circulatory status; skin integrity; vital 
signs; and any special requirements specified by 
hospital policy associated with the one hour face-to-face 
evaluation. 


e RN staff is available on the units at all times and are 
competent to initiate emergency medical care and 
BCLS. 


e §=6Ancillary staff are trained in Heart Saver-American Heart 
Association program for first responders. 


e The use of first aid techniques and certification in the 
use cardiopulmonary resuscitation, including periodic 
recertification. 


e Clinical recognition and _ identification of patient's 
behavioral changes that indicate that restraint is no 
longer necessary. 


e Utilization of behavioral criteria for the discontinuation of 
restraint and techniques for assisting patients in meeting 
these criteria 


e Staff is educated regarding the experience of individuals 
and their families who have had the experience of 
restraint to help them better understand all aspects of 
the use of these interventions. 


The Department of Psychiatry will ensure that all Behavioral 
Health/Psychiatric staff involved in restraints attends the 
Department of Psychiatry’s Preventing and Managing Crisis 
Situations (PMCS) program every year. Education will be 
ongoing, emphasizing prevention, appropriate use and 
alternatives to the use of restraints. 
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Appendix A: Components of the Assessment and Assessment Tool 


Appendix B: Alternative and Verbal Intervention 


Appendix C: Application of Four Point and Five Point Restraint 


Appendix D: Guidelines for calling the family/significant other 


Appendix E: Guidelines for trauma counseling 


Appendix F: Curriculum for the Preventing and Managing Crisis Situations Program 


Appendix G: Daily Log of Restraint — PI data collection tool 


Appendix H: Physician Restraint Progress Note — Behavioral Health 


Appendix I: Nursing Progress Note 


Appendix J: Nursing Flow Sheet 


Appendix K: Debriefing Form 


Appendix L: Combined Restraint Algorithm 
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CONCURRENCE: 
Department of Psychiatry 
Department of Nursing 
Hospital Police 


APPENDIX A 


Components of the Assessment and Assessment Tool 
The patient will be assessed using the following guidelines (See Attached Tool): 


e History of physical disorder, weapon use, childhood abuse, substance abuse, or psychological 
disorder. 


e Behavioral expressions of patient's agitation/aggression and or violence including verbal 
expression, physical expression, expression towards self, objects or others. 


e Interventions, techniques, activities, or tools that the patient may utilize to maintain control. 


e The patient’s family (when appropriate as defined in policy) will assist in the identification of 
techniques that support the patient’s coping and maintaining control. 


NURSING VIOLENCE ASSESSMENT TOOL (PART I) 


HISTORY OF VIOLENCE: (DENIES (J Self 0 People 1 Objects 


Describe History: 


Is this admission precipitated by you harming: OSelf 1 Other 0 Property Fire Setting 1 Animal Cruelty 0 N/A 


What makes you angry, frustrated or upset? 


Homicidal ideation: 0 Yes, specify: 


No : 
PSYCHOLOGICAL O DENIES 
Substance Abuse Delusional (paranoid disorder) Mania Mental Retardation 
Other: 
PHYSICAL O DENIES 
Organic Brain D/O Alzheimer Electrolyte Imbalance Infection (HIV encephalitis) 
Unremitting Pain Seizures Head Trauma 
Disease of Central Nervous System 
Contributing Factors: (stroke, multiple sclerosis, tumors) 
WEAPONS O DENIES 
Are they available Previous Exposure Current Exposure Knowledge of Use 
Ability to plan aggressive act Previous Arrest Record related to weapons 
Preoccupation with: 
CHILDHOOD ABUSE O DENIES 
Victim Perpetrator Witness Sexual Abuse Physical 
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Emotional Neglect Familial Stranger Domestic Violence 
Abuse Frequency: Rarely Occasionally Regularly N/A 
DOMESTIC ABUSE O DENIES 

Spouse Elder Partner 


VIOLENCE ASSESSMENT TOOL (PART Il) 
Check all that apply: Data may be gathered by observation, patient report or history. 


BEHAVIOR AGITATION | AGGRESSION  ~—_| VIOLENCE 


VERBAL EXPRESSION 


PHYSICAL 
EXPRESSION TOWARDS 
OBJECTS 


EXPRESSION TOWARDS 
OTHERS 


EXPRESSION TOWARDS 
SELF 


[] Complaining 

[] Negativism 

[] Repeated questioning 
[] Screaming 

[] Ignoring 

[] Mild personal insults 
[] N/A 

[] Tapping 

[] Moving/rearranging 
[] Cleaning (excessive) 
[] N/A 


[] Threatening gestures 

[] Threatening Postures 

[] Obscene gestures 

[] Obscene Postures 

[] Walking away 

[] Glaring eye contact 

[] Eye rolling 

[] Provocative Behaviors 
(getting into someone’s 
space with challenging 
intent, facial expressions, 
sticking tongue out) 

[] N/A 


[] Pacing 

[] Fist clenching 

[] Change in breathing 
(huffing, puffing, holding, 
sighing, rapid, shallow) 

[] Fidgeting 

[] Hand wringing 

[] Jaw clenching 

[] Muscle tension 

[] Rocking 

[] Pronounced decrease in 
body movements 
(prepared to attack) 

[N/A 


END OF VIOLENCE ASSESSMENT TOOL (PART Il) 


PATIENT Is AT RISK For VioLence. (1 YES 0 No 


[] Shouting 
[] Cursing 
[] Verbal threats 


[] Serious personal insults (racial) 


I] N/A 


[] Slamming 

[] Throwing 

[] Defacing 

[] Breaking 

[] Punching objects 
[] Kicking object 

[] N/A 

[] Scratching 

[] Hair pulling 

[] Hitting 

[] Head butting 

[] Elbowing 

[] Shoving/pushing 
[] Slapping 

[] Pinching 

[] Grabbing 

[] Biting 

[] Kicking 

[] Spitting 

[] Throwing objects at... 
[] N/A 


[] Head banging 

[] Cutting 

[] Burning 

[] Punching 

[] Biting Self 

[] Prolonged refusal to eat. 
[] Pulls Hair 

[] Picking at self 

[] Scratching self 

[] Throwing self on floor 
[] N/A 


The patient’s overall aggressive assessment resulted in: 


[] Fire setting 
D N/A 


Assault 
[] People 
[] Animals 


Rape 

[] Marital 

[] Date 

[] Incest 

{] Stranger 


[] Homicide 


N/A 


[] Suicidality 
N/A 
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VIOLENCE ASSESSMENT TOOL (PART Ill) 


PATIENT IDENTIFIED TRIGGERS 


What are the things that the patient identifies that set them off: 


Television 
Drugs/Alcohol Use 
Other 1 


Loud noises 


2. 


When request are refused 


Family 
Crowds 


Phone calls 
Missing Medications 


COPING MECHANISMS 
Patient will identify interventions that assist them to gain or keep control 


OBJECTIVE: 
1. The staff will utilize the interventions that the patient finds most helpful in an attempt to avoid the use of restraint. 
Physical Cognitive Social Environmental Spiritual 
1 Exercise (| Reading C1 Talk with staff/friend | 0 Going indoors 11 Yoga 
(| Dancing (| Painting (| Phone (Listening to 1] Prayer 
Walking (| Playing aninstrument | ( Visit family/friends music 1 Bible reading 
Stretching 0) Thinking Isolating self 1) Lower lights 1 Clergy meeting 
i Sleeping Journaling 1 Special visiting (| Decreasing 4 Medication 
Li Crying Lj Watching movies/TV stimulation in the | © Using affirmations 
Deep breathing 1 Crossword puzzles (| Other environment 
Medication Li Playing games _ Increasing U1 Other 
C1 Food stimulation in the 
“1 Warm liquids 1 Other environment ; 
1) People watching 
(| Other 


1 Other 


The patient has identified the above list of alternative interventions that may be helpful in providing the 
patient with external methods for managing impending feelings of loss of control. The staff agrees to 
utilize these coping mechanisms whenever possible to help the patient maintain control. 
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Reference Table for Violence Assessment (not for the record) 
TERMS 


VERBAL 


AGITATION COMPLAINING 
NEGATIVISM 
REPEATED QUESTIONS 
SCREAMING 


IGNORING 
(silent treatment) 


SHOUTING 
CURSING 


MAKING VERBAL 
THREATS 


VIOLENCE 


PHYSICAL “OBJECTS” 


TAPPING OBJECTS 


MOVING OBJECTS 


EXCESSIVE CLEANING 


SLAMMING OBJECTS 


THROWING OBJECTS 


DEFACING 


BREAKING OBJECTS 


PUNCHING THINGS 


FIRE SETTING 


PHYSICAL 


“OTHERS” 


GESTURES OR POSTURES/ 
OBSCENE OR 
THREATENING 

WALKING AWAY 

GLARING EYE CONTACT 
EYE ROLLING 
PROVOCATIVE FACIAL 
EXPRESSIONS 


(eye squinting, tongue 
protrusion, look of disgust) 


SCRATCHING 
HAIR PULLING 


HITTING (elbowing, head 
butting, shoving, pushing) 


SLAPPING 
(Smacking) 


PINCHING 
GRABBING 
BITING 
KICKING 
ASSAULT 
People/animals 


RAPE (marital, date) 


HOMICIDE 


Insure that there are no 
contraindication/alerting 
conditions to restraint 


PACING 

FIST CLENCHING 

FOOT STAMPING 
CHANGE IN BREATHING 
(huffing, puffing, holding, 
sighing rapid, shallow) 
FIDGETING 


HAND- 
WRINGING 


JAW CLENCHING 


MUSCLE TENSION 
HEAD BANGING 


CUTTING 
BURNING 


PUNCHING SELF 


SUICIDALITY 
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APPENDIX B 


Alternative and Verbal Intervention 


e Obtain information from patient's aggressive profile. 


e Approach patient as if you expect him or her to be in control. 


e Approach patient in a calm, direct manner. 


e Do not act aggressively yourself. Reduce the patient's sense of loss of control. 


e Allow the patient the choice of controlling self or offer to have staff assist in helping him or her 
regaining control. 


e Assure patient that his/her concerns are important to staff. 


e If the patient is able to respond to a situational alliance, escort him or her to an area of decreased 
stimulation. 


e Attempt to reframe the situation or utilize empathy, selective agreement or overstating concern. 


e Use of Nonverbal Calming techniques: 


(e) 


Selective Focus — Extinction of an undesired behavior by not displaying a reaction until 
the behavior ceases. 


Eye Contact — Maintenance of a casual awareness of an individual. What is their 
nonverbal message? Be aware of cultural issues and how they may relate to eye contact. 


Proximity — Physical presence that is supportive and non-threatening. 


Touch — Use only if a positive anchor has been established. Conveys reassurance and 
encouragement of self-control. 

Limitation of Audience/Stimuli — Narrowing of the stimuli. Can be offered as a choice to 
restore calm away from problem. 

Time Out — A voluntary and temporary separation away from the social situation. Please 
keep in mind that time out is a concept, not a room. 


Body Language and Posture — Powerful and positive communication tool. Transmission 
of a positive and caring message often will influence a calming response. 


e Use of Verbal Calming techniques: 


(2) 


Ventilation — Use open ended questions to allow the recipient to express his or her 
frustration or feelings in the tone and language that they choose. For example “Help me 
understand the frustration you’re feeling”. Or: “Tell me more about that feeling.” Staff 
needs to be aware of their own personal trigger, as the recipient will most likely pull 
some. Threats are possible, as well, and need to be evaluated. 


Distraction/Redirection — Making brief comments or asking short questions in an 
attempt to direct the topic of conversation to something less volatile. Another form of 
distraction is redirection. Redirection involves starting the recipient on a different activity. 
This is also referred as stimulus change. 


Reassurance — Reminding the recipient of past successes. Reassuring them that they 
have the ability to be successful in the current situation. Informing them that you are able 
and willing to help them deal with the problem. 

Understanding/Active Listening — Active Listening is listening intently to as much 
information as you can, then taking control of the conversation, repeating back to the 
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recipient what they have said and at each opportunity adding your perceptions of the 
various feelings you believe they were experiencing. 

o Modeling — Demonstrate that you are in control of your emotions by your tone and the 
words you use. 

o One-To-One —- Giving a recipient your undivided attention for a specific period of time. 5 
— 10 minutes will usually suffice and it will reinforce your caring with the recipient when 
you tell other staff “I will be with ----- for 10 minutes, please do not interrupt us unless it is 
an emergency”. 

o Exploration of Potential Consequences — Getting the recipient to verbalize the 
potential consequences or choices of continuing his/her actions or behavior. Caution: 
This technique requires skill in order to prevent the recipient from misinterpreting it as a 
threat. 

o Dislocation of Expectations — This technique is to not react defensively to verbal 
aggression, threats or “Baiting.” FOGGING/OVERDOSING is an example of this. To 
agree in part to criticism or verbal attacks or to find some part of what the person is 
saying that you can agree with. Goal is to “join” with recipient. 

o Clarifying the Emotional Status — Respond to the person’s expressions of anger or 
verbal threats with a less threatening emotion with empathy. 


Remain with the patient, discussing concerns and exploring his/her behavior. 


If the patient cannot respond to verbal interventions, attempt to use any other less restrictive 
intervention as requested by the patient in the aggressive profile. 


If less restrictive interventions are ineffective, notify the physician to assess the patient. 


If it is an emergency, implement procedure for restraint. 
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APPENDIX C 


Application of Four Point and Five Point Restraints 


An explanation for the procedure is given to the patient. 


The staff emphasize that the purpose of the intervention is for the safety of the patient and others 
on the unit. 


Four point restraints are applied to the patient’s extremities in the following order: 1) Left arm, 2) 
Right leg, 3) Left leg and 4) Right arm. 


The designated leader checks for adequate circulation in the patient’s extremities and assure that 
the patient has no difficulty breathing. 


In addition, the patient is assigned a 1:1 Observation with a staff member. 


Directions for the application of Restraints 
The staff member identifying a patient who is out of control will call for help or blow the orange 
safety whistle. 


A team of at least four staff including a designated leader (MD or senior RN) will approach the 
patient in order to maximize safety of both staff and patient. If insufficient staff is present on the 
unit, a “Code White” should be called and/or Hospital Police should be summoned for assistance. 


Staff members should never approach out of control patients alone. 


Staff should remove long necklaces, ties, keys, breakable glasses, and excessive jewelry prior to 
placing the patient in restraints. 


Staff is to don protective eyewear, masks or gloves as necessary, following standard precautions. 


If it appears that the patient will not be able to cooperate with the procedure, staff should make an 
arrangement for additional assistance with staff available 


The designated leader will assign limbs prior to the application of restraints and prior to 
approaching the patient to staff assisting in the take down, if necessary. 


There should be a designated signal from the leader at which point all staff will move in unison, 
this may be a nod, the count of three, the word “GO” or “NOW?” all staff should be aware of what 
signal will be utilized as it can and may be different for each event. 


The designated leader gives an explanation of the reason for the procedure to the patient. 
The staff emphasize that they are there to protect the patient. 


In a calm manner, the designated leader attempts to verbally direct the patient to the room where 
restraints will be applied. 


If the patient is wielding an object as a weapon, approach with extreme caution and if necessary, 
utilize a mattress to obstruct the patient’s ability to reach staff with the object. 


While the designated leader talks to the patient, the other team members position themselves 
near the patient’s extremities. 


On signal from the designated leader, the staff secures the patient's arms by taking hold of an 
arm above the elbow and at the wrist, and attempts to walk the patient to the room where 
restraints will be applied by using PMCS two person removal technique. 
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Often walking the patient backwards is all that is needed to assist in bringing the patient to the 
quiet area where restraints will be applied. 


Excessive force shall not be used when applying restraints. 


With a non-cooperative patient, staff members should take hold of both arms and legs and bring 
the patient to the ground; Staff should do this only on the direction of the leader. 


The patient is to be brought to the ground face up and contained there in PMCS hold 


During this time the patient’s limbs are to be protected at the joints such as elbows, knees, 
ankles, wrists, limbs should be positioned only in anatomically correct positions and never bent or 
forced. 


The patient is carried to the bed using the two person removal. 


The RN assures that the head of the bed is elevated at least 45 degrees with the use of a foam 
wedge pillow. 


No objects may be placed over the face or head of a person in restraint. If necessary to 
protect staff from biting or spitting, staff should wear personal protective equipment (i.e., gloves, 
masks, face shields). 
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APPENDIX D 


Guidelines for Calling the Family/Significant other 
For MD/Primary Therapist/ A.D.N./N.C.C./Supervisor 
Obtain patient chart and review episode with staff prior to placing call. 


Identify whom if anyone the patient has named as being the person to contact for restraints 
episodes. (Located on the patient preference for treatment plan and conflict resolution form in the 
green consents section of the record) 


Review the violence assessment tool to see if the patient's preferred anger coping methods 
were utilized for this episode. 


When family is contacted: 

A. Identify yourself 

B. State purpose for call 

C. Tell the family something like the following “despite every effort to attempt to help their loved 
one to manage in the environment they were unable to respond and needed to be restrained 
in order to protect them from hurting themselves or someone else.” 
Reassure family that the patient is o.k. 
Ask family for input/ideas related to what might help the patient in the future. 
If appropriate and consistent with the treatment invite the family to visit the patient as soon as 
they can. 
G. Ask the family if they mind being contacted and if they wish to be contacted only during 
H 


aS 


specific hours or at anytime that a restraint episode may occur. 
Thank the family for the cooperation, input and time and wish them a good day. 


Document in the patient’s record reflecting that the family has been notified and any specific 
instructions they have given regarding the patient’s care or future contacting. Make sure that this 
information is transferred to the patient’ treatment plan. (Nursing Supervisor assures that the unit 
staff documents the record and records family contact on hospital form for AED.) 
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APPENDIX E 


Guidelines for Trauma Counseling: 


During the process of restraint, there are opportunities to observe the patient’s reaction to the intervention 
as well as possible traumatic aftereffects that may occur. 


Trauma related to restraint can be physical, physiological or emotional. 


Some key signs and symptoms to look for may include: 


Bruises 


Crying for unknown or known reasons 


Patient verbalizes complaints 
of pain 


Fearful of staff, other patients or group situations. 


Patient has decreased ROM 
of extremities following 
restraints 


Psychic Numbing (absence of emotional responses) 


Swelling, redness of any part 
of the body 


Sleep disturbances- early awakening, dream disturbed sleep, 
restlessness. 


Bleeding or scratches 


Verbalizing distress or concern about the intervention 


Other 


Increased or new somatic concerns or complaints such as headaches, 
backaches or nausea 
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APPENDIX F 


Curriculum for the Preventing and Managing Crisis Situations (PMCS) Program: 


Overview 


Module 1: Introduction 
1. Explain the goals of the PMCS training curriculum. 
2. Evaluate the benefits and appreciate the limitations of the PMCS training curriculum. 
3. Explain the PMCS process and approaches. 
4. Analyze the conditions necessary to maintain a safe and therapeutic environment. 


Module 2: Awareness and Understanding of Causes of Aggressive Behavior 
1. Identify biological, psychological and environmental factors that may influence aggressive 
behavior. 
2. Identify and assess early behavioral warning signs of aggression. 
3. Assess effects of personal attitudes on recipient behavior. 
4. Discuss the effects of staff response relative to a decrease or increase in aggressive 
behavior. 


. Module 3: A Preventive Approach 


1. Define and exercise the four-step PMCS process. 

2. Identify stages of behavior and appropriate staff response. 

3. Discriminate and rank interventions along a continuum from least to most restrictive. 

4. Describe the physical, psychological and environmental considerations to be evaluated 
before approaching a person exhibiting aggressive behavior. 

5. Demonstrate nonverbal and verbal calming techniques. 


Module 4: Physical Intervention 
1. Identify proactive strategies for managing physical interventions. 
2. Identify situations that may require the use of physical interventions using a continuum of 
interventions. 
3. Demonstrate physical interventions. 


Module 5: Restrictive Interventions: Restraint 
1. Identify the important components of the Elmhurst Hospital Center Policy on Restraint, 
including philosophy and methods. 
2. Explore the viewpoint of persons who have experienced restraint. 
3. Identify and demonstrate the appropriate use of restraint. 
4. Identify principles and procedures of monitoring and debriefing during and after the use of 
restraint. 


Module 6: Episode/Incident Follow-Up 

Outline the process of follow-up with the recipient after an aggressive episode/incident. 
Outline a process for involved staff to analyze an acute event. 

Outline process of conducting a Formal Debriefing. 

Identify components in assessing team performance. 

Identify components of required documentation. 


ARONA 


Vill. Application of Restraints and Empathy Experience 


IX. 


Post Test 
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APPENDIX G 


Daily Log of Restraint/Seclusion — Pl data collection tool 


EHC — Department of Psychiatry — Quality Improvement 
Restraint Daily Log Sheet 


INSTRUCTIONS: for every restraint/seclusion event (one continuous episode), the RN is to complete all prompts listed in each column of 
the first portion. An event begins when an individual is first restrained and ends when the use of the restraint is terminated, regardless of 
the number of physician orders/renewals. The RN on the night tour will complete the second portion and submit it to the night supervisor. 


UNIT: DATE: 

1. Medical Record Number 

2. First and Last Name 

3. Gender Male Female Male Female 

4. Date of Birth 

5. Date of Admission 

6. Type: Wrist & Ankle Manual Restraint Wrist & Ankle Manual Restraint 
Five Point Five Point 

7. Date & Time: Date Time In: Time Out: Date Time In: Time Out: 


8. Rationale written on physician order: 


Self-abusive 


to self/others 


Threatening w/intent to harm 


Physically Assaultive 

Destroying property in a manner that 
threatens others safety 

Aggressive behavior with potential harm 


Self-abusive 


to self/others 


Threatening w/intent to harm 


Physically Assaultive 

Destroying property in a manner that 
threatens others safety 

Aggressive behavior with potential harm 


9. MD who wrote the first order of this restraint event 


10a. Name of staff member who initiated the restraint process 


10b. Total # of years of experience for RNs during the event 


11. Unit census at the time the restraint was initiated 


12. Number of staff on the unit at the time of the event 


13. Number of individual orders written for this event 


Director of Service, Unit Chief or Attending-on-call) is aware 
of this? See Note 


(an event = one continuous episode) } 2 3 Other : 2 3 Other. 
14. (A) Is this restraint event greater than 12 hours? Yes No 
15. (B) Has the patient experienced one or more restraint Wes No 

events 12 Hours prior to the “Time-In” of this event? 
16. If A &/or B is Yes, who in leadership (Deputy Director, Name: 


NURSING 
[ 17. Was there injury to patient that required more than first aid? | OYes Si No. [uYes Sst No. —«& 

18a. Was there injury to staff that required more than first aid? Yes No Yes No 

18b. If 18a was “Yes”, how many staff were injured? Yes No Yes No 

19. Nursing Progress Note(s) is complete for each order? Yes No Yes No 

20. Were alternatives identified by the patient attempted/used? Yes No Yes No 

21. Are all the Nursing Flow Sheet accurately completed? Yes No Yes No 

22. Is the Debriefing Form completed? Yes No Yes No 

23. Is the Trauma Counseling completed, if needed? Yes No N/A Yes No N/A 

24. Did the patient received PRN/STAT psychoactive meds for Yes No Yes No 
behavior prior to the decision to use restraint? 

25. Did the patient received PRN/STAT psychoactive meds for Yes No Yes No 
behavior at the time of applying restraint? 

26. Did the patient received PRN?STAT psychoactive meds for Ves No Yes No 
Behavior after applying restraint? 

27. Did the Violence Assessment Tool identify this patient as a Wied No Yes No 
high risk for the behavior exhibited during this event? 

28. Are all the orders completed? Yes No Yes No 

29. Are specific time limits documented for each order? Yes No Yes No 

30. Are the MD progress notes for each order completed? Yes No Yes No 

31. Was the family/significant other/designee notified? Yes No Yes No 

Who? Who? 


REGISTERED NURSE 


* Note — Clinical leadership must be notified when the answer to question 14 and/or 15 is Yes. 


44 


APPENDIX H 


Physician Restraint Progress Note — Behavioral Health 
Elmhurst Hospital Center 
Behavioral Health 


Physician Restraint Progress Note 


Date: Time of face-to-face evaluation: am/pm 
Alerting conditions to use of Restraint: 

Relative contraindications for Restraints include physical or medical conditions, or 
medication, which may impair thermoregulation. Very hot and/or humid environmental 
conditions, fragility of skin, as in elderly individuals, or a history or sexual/physical abuse: 


Give Rationale for use of restraint despite presence of alerting conditions: 


Medications: Standing/PRN medications given in the last 24 hours have been reviewed. 
YES NO NA medications 
Were or (were not changed in the last 24 hours. 


Medications ordered and given for this episode of restraint: 
1. 


2. 
3. 
Overall Physical Vital signs: WNL 
condition Skin Color: O WNL 
Hydration: WNL 
Perspiration: WNL 
Neurosensory: O WNL 
Any Evidence of Patient sustained injury 
Physical Injury 0 NO 
Level of Alertness Alert O Confused O other 
Observations of Behavior: Thinking: 
Mental Functioning Agitated Delusional 
Self-destructive | 0 Hallucinations: 
Violent 


e If more than 30 minutes elapsed before responding to this episode, record the rationale for 
the delay: 


e Patient given the criteria necessary for release: explained to patient and/or significant other: 
OYes ONo ON/A 


Physician: , M.D. 


Print Name ID# Signature Date/Time 
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APPENDIX | 


NURSING PROGRESS NOTE 
Elmhurst Hospital Center 
Behavioral Health 


RN Restraint Progress Note 

Type of Restraint Check one (14 point 015 point (J Manual Restraint 

Date: Time Restraint Began: am/pm 

Reason for intervention is 

The Patient is in imminent Potential for Violence related to: L] Extreme fearfulness with intent to hurt 


self or 0 others L] Command Hallucinations to harm O Self O Others L] Withdrawal from drug or 
alcohol L] Anger/Rage Attacks: 0 Provoked 0 Unprovoked L] Court Ordered Medication L] Other 


Less Restrictive interventions attempted and failed were: 
Relocation of bedroom/use of single room 


Relaxation/deep breathing techniques/meditation 
Use of creative arts therapies/diversional therapies (Etch-a-Sketch, popping bubble wrap, repetitive 
action toys) 

Exercise as tolerated: walking, sit ups 

Allow patient to verbalize anger (catharsis) 

Reality orientation 

Comfort measures: turning, positioning, fluids 
Assess for pain 

Verbal de-escalation (situational alliance) 

Support and reassurance of safety 

Contact with lawyer and explanation of patient rights 
Contact with family/special visiting hours 
Modification in daily activity schedule 

Change of status or observational level 

Change in treatment plan 

Voluntary time out 

Education regarding conflict resolution 

1:1 conversation with staff 

Medication as ordered 

Decrease environmental stimuli (remove patient to quiet environment/use of quiet room) 
Other 


In order for the patient to be released from restraint, the patient had been given the following 
expectations: 
talks in normal tone of voice Ono longer threatens to hurt or kill staff or other patients O able to follow 


directions O practices deep breathing techniques O responds verbally to questions from staff Ois 
cooperative with attempts to do range of motion O is sleeping O contracts verbally to maintain control 
other 


Staff observing this patient have discussed interventions necessary to help this patient meet 
criterion for release: Interventions needed to help this patient meet criterion for release are: 


1. 
2. 
3. 


Treatment plan modified to reflect the patients needs for emergency intervention: restraint 
Yes ONo ON/A Reason: 


Signature: ,RN_ Date: Time: 
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APPENDIX J 
RESTRAINT NURSING FLOW SHEET 


The patient in restraint is continuously under the direct observation of staff and documented on every 15 minutes. 


Time Initiated: AM/PM 
Time Restraint is discontinued: AM/PM 
Please see back of record for progress notes and for full signature of staff initialing the record. 
CODES FOR COMMENT DATE | TIME = Comments Initials 
SECTION OF FORM g z 5 5 4 2 Use numbers to describe 
3 I o 5 tei g 3 a sere patient’s behavior and 
z 2 sy 5 sy 2, S Bp 8 n 2 a 3 ' response interventions for 
ms BS Bb o 3 es |/HE Ss 38 & BS Eo readiness for release 
az ZZ od 66 | as laws] & 5 aLO% 
1. Crying/Yelling BM Given ADL R/A Arm Y LPN | B/P 
2. Banging Voided | OY YON R/L Legs N RN P 
3. Verbal threats Refused | ON Mouth L/A NA R 
4. Singing Oi Refused care L/L Hi 
5. Laughing BM Given ADL R/A Arm Y LPN | B/P 
6. Spitting Voided | OY YON R/L Legs N RN P 
7. Biting Refused | ON Mouth L/A N/A R 
8. Rocking/Hitting 0 Refused care UL T 
9. Hallucinating BM olen ae R/A Arm Y LPN | BP 
10 Delusional Voided | OY YON R/L Legs N RN P 
1. Combati Refused | ON Mouth LIA N/A R 
12. Cursing ocean (Pe he ‘ 
13. Complaints of BM Given ADL R/A Am Y LPN | B/P 
pain/addressed Voided | OY YON R/L Legs N RN P 
14. Pati Refused | ON Mouth L/A N/A R 
. Patient ee 1 Refused Care UL ai 
ees Sisal BM Given ADL R/A Arm Y | OLPN | BP 
15. Dry skin/lips Voided | OY YON R/L Legs N RN P 
16. Sweating/Red Refused | ON Mouth L/A N/A R 
: oO T 
17. Patient wants food U Refused baa L/L 
18.1 t licati BM Given ADL R/A Am Y LPN | B/P 
ep sepataioee dopa Voided | OY YON RIL Legs N RN | P 
of restraint addressed Refused | ON Mouth V/A NA R 
19. Restraints readjusted, O Refused care UL T 
tightened, loosened BM Given ADL R/A Arm Y LPN | B/P 
20. Pillow/blanket offered Voided | OY YON R/L Legs N RN 3 
Refused | ON Mouth LIA N/A 
21. Head of bed elevated Reha se eae T 
45° (Restraints only) 
22. MD called to evaluate BM Given ADL WA Arm Y LPN | B/P 
patient’s physical status Voided | UY YON R/L Legs N RN : 
23. Sleeping Refused | ON Mouth V/A N/A R 
, Oo T 
24. Calm and in control — Refused cay U/L 
25. Patient meets criteria for BM onen cee R/A eu - LPN | B/P 
: release Voided | OY YON R/L Legs N RN P 
26. Oth Refused | ON Mouth LIA N/A R 
= O Refused care L/L T 


RESTRAINT NURSING FLOW SHEET 


(Order valid for 2 hour for children under 9; 1 hour for children/adolescents 9-17; and 2 hours for adults) 


THIS SHEET FOR DOCUMENTATION OF NURSING INTERVENTION DURING OBSERVATION/ASSESSMENT OF RESTRAINT ONLY 


DATE & TIME 


NURSING NOTES 


Print Name 


Signature 


Title 


Print Name 


Signature 


Title 
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Elmhurst Hospital Center 
Behavioral Health 


APPENDIX K 


DEBRIEFING FORM 


Patient/Family/Staff Debriefing Form: 


interventions to utilized in 
the future 


OW. 


Date: Time: Staff Signature: 
Debriefing Patient MR# : 
Criteria Date: Pamily stat 
1. Is there an understanding Yes DNo Family Notification: 0 Made 1. Were all alternative interventions attempted first? 

of why restraint was Patient's Response: Not made Yes ONo Why not? 

initiated By whom 2. Was a Code White called? OYes ONo 

Time: 3. Was a Blue Light called? es ONo 
Date: Explain: 

2. Patient’s perception: Yes ONo OSomewhat Family Response to Notification: | 1. Was the staffs perceptions that this intervention was 
A. Restraint help the Patient’s Response: Upset necessary? OYes ONo Explain: 

patient to regain control Questions 

Concern 2. Did the intervention help the situation? OYes ONo 
Angry with staff Explain: 

Be: Ine Patient reli nat ae ee es other 3. Did we provide for the privacy of the patient? 

his/her well being and : Yes DNo Explain: 

comfort were addressed : 

Yes ONo * if any, see staff/MD intervention 4. Did we provide for the safety of the patient? 

C. The patient experienced | documentation Yes ONo Explain: 

trauma secondary to the 

intervention Counseling regarding trauma: 

Verbal support 0 Physical care 
Concerns addressed ( Other: 

3. The coping mechanisms Yes ONo Modified Family Suggestions for Coping 1. Were there enough staff available? DYes ONo 

the patient identified for Comment/Suggestions: Mechanisms to be used with the # 

use in aggression were patient are: 2. Did the staff feel capable of handling the event? 

implemented? 1. Yes ONo. If No, why not? 
4. The patient has an Yes DNo Changes are: 2. 

understanding of 3. 


3. Was any staff injured during the event? 


Yes 


No 


Who? 


Suggestions for future: 


1. 
2. 
3. 
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APPENDIX L 


COMBINED RESTRAINT ALGORITHM 


PATIENT RIGHTS 


Patient has the right to 
be restraint free 


Medical 


F Behavioral Assessment for : 
Not at Risk Re cadera cnt Bealschva Not at Risk 


BH P&P Pg 4 Intervention 
GC P&P Pg. 1 


At Risk 


ALTERNATIVE METHODS 
See BH P&P Pg 4 
General P&P Pg 2 


Consider OTHER 
alternatives No Yes 


No 


RESTRAINTS 


Consider 
Type 


Pann 


Behavioral Emergency General Care Protective 
Interventions Interventions 


See BH algorithm See GC algorithm 
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APPENDIX M 
BEHAVIORAL HEALTH RESTRAINT ALGORITHM 


Behavioral Health 
Emergency 


Intervention 


Patient on 
RESTRAINT INITATION 1:1 
| Observation 
RN Initiates MD Initiates 


MD Called 
MD order with specific 


Response within : : 
; time frame according to 

30 minutes aan 
patient’s age 


RN/MD contact 
Attending 
(Bell Attending Documentation 
during off shifts 
& weekends) 


See MD order, 
MD/RN progress 


notified responded Notify family if 


| applicable 


No 


} Reassess 


RELEASED No—> written 


Yes 


New order 


Patient 
released 1 
hour from 
initiation 


Evidence of 
trauma 


Trauma 
counseling 


DEBRIEFING 


— See Nursin 
Flow Sheet 
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GENERATIONS+/NORTHERN MANHATTAN NETWORK 
HARLEM HOSPITAL CENTER 
Inpatient Psychiatry Policy and Procedure Manual 


O Lincoln Mental Health and Medical Center & Harlem Hospital Center 


QO Morrisania Diagnostic/Treatment Cntr O Segundo Ruiz Belvis Diagnostic/Treatment Cntr 


QO Renaissance Diagnostic/Treatment Cutr 


Subject: 


Supercedes: 


PREVENTING AND MANAGING 4/20/14 


Page: 
1 of 3 


Effective: 
7/15/2016 


CRISIS SITUATIONS | Distribution: 
Inpatient Psychiatry 


Issued by: 
Psychiatry 


Approved by: 


Zafar Sharif, M.Q. Stuart Aaronson, LCSW-R 


Associate Director of ‘Nursing Director, Department Administrator/ 
of Psychiatry Inpatient Psychiatry 


PURPOSE: 
To provide a safe environment for patients, visitors and staff. 


Approved by: 


odnell Bo an} 
Director (A) 
Police 


e To ensure that staff uses a preventive approach to crisis management, using the least 


restrictive interventions while maintaining the patient’s dignity. 
e To provide guidelines for inpatient staff in the event that a patient becomes 
assaultive/combative. 


POLICY: 


Preventing and managing crisis situations is an essential component of ensuring the safety of our 
therapeutic environment and maintaining the dignity of the patients served. The treatment team 
works with patients to prevent potentially assaultive/combative behavior. In the event that a patient 
becomes assaultive in spite of prevention strategies a therapeutic team intervention is utilized. The 
team will use the least restrictive interventions possible, so as to ensure the safety of the patient, the 


other patients, and the staff. 


PROCEDURE: 


e Using the principles and techniques of Preventing and Managing Crisis Situations (PMCS)*, 
the staff will work with the patients from the time of admission to prevent crises. A Patient. 
Preference plan is developed with the patient, which identifies risk factors as well as 
interventions which the patient thinks would be helpful. For example, the patient might 
want to have a | to | talk with a staff member, to watch TV, or to use prn medication to 


manage escalating feelings. 


e When crisis situations involving verbal aggression or agitated behavior arise a nurse should 
be informed and should assess the patient. The nurse will evaluate whether verbal calming 
techniques alone are effective or whether it is necessary to enlist the assistance of additional 


staff. 


e If additional staff is required then while awaiting their arrival the staff should continue to use 
verbal de-escalation techniques. Avoid approaching the patient physically with an 
insufficient number of staff. Efforts should be made to remove other patients and potentially 


dangerous objects, e.g...chairs and tables, from the immediate environment. 


e A Call for Additional Staff (Dr. Strong) is utilized when a patient’s behavior has escalated 


and it appears as though he/she may lose control. 


+ 


dita 


Page 2 of 3 


e Any staff can alert a nurse or physician of this situation. The call for a “Dr. Strong” can be 
made by any staff once justified by the Clinical leader (the Senior Clinician on the Unit 
Charge Nurse or Registered Nurse). All available staff respond to the patient exhibiting 
assaultive/combative behavior. 

e The leader directs the intervention to be utilized including: 

- Briefing staff about the situation that requires their assembly. 

- Assigning staff to protect the other patients on the unit. 

- Communicate plans to all responders and to medication nurse, if necessary. 

- Utilize medication in consultation with the attending physician 

- Employ protective equipment (ie. Face shield to protect from spitting) which is available 
in the Nurses’ Station. 

The Clinical leader insures that patient safety and comfort are being maintained. Ifa 

physical intervention is necessary the patient should not be placed in a prone position, 

should not have any weight placed on chest or abdomen at any time and airway and 


breathing are protected. 


In an emergency a (Code Yellow) may be necessary. A “Code Yellow” is a call to Hospital Police 
(X2500) which announces that a violent episode is underway or imminent which exceeds the 
capacity of the clinical staff to manage. All available staff proceeds to the location of the event. The 
Clinical leader assigns a staff person to make the call to Hospital Police. 
° After the emergency is resolved (the patient may have received PO, or IM medication 
and may have been restrained), the leader convenes the team for a staff/patient community 
debriefing to discuss what occurred, consider next steps and assess feelings. 


e The treatment team should be updated to address patient assaultive/combative 
behaviors in the plan of care. 
° A BROSET score is assigned the patient 


*PMCS training is required of all clinical staff including an annual refresher. 


REFERENCES: 


ATTACHMENT: None 


Resp ONeibleestataNamenndehitie 


INequired. 


LNewY a wane — - 


HARLEM HOSPITAL CENTER 


MEMBER OF GENERATIONS+/NORTHERN MANHATTAN HEALTH NETWORK 


PURPOSE: 


DEPARTMENT OF PSYCHIATRY 
506 Lenox Avenue 
Nev? York, NY 10037-1802 


ee 
eS 
er epee Oe, Se 


INPATIENT SERVICE 
DOCTOR STRONG — PROTOCOL 


To be utilized when a patient's behavior has escalated somewhat and it appears 
as though he/she may lose control (become violent), unless staff intervenes. (This is 
not the protocol for patients who are engaged in violence or for when violence is 
imminent — the code yellow procedure applies in those situations). 


I. 


Hl. 


KPC/ac 


The Doctor Strong team firstly tries to calm the patient. The team tries to 
get the patient to accept medication if ordered. The team isto apply ~ 


physical force if necessary. 


Any staff member can alert a nurse or physician who can initiate the 
Doctor Strong protocol. When an attending physician is 

present he/she must decide to initiaf@the protocol. At other times the 
charge nurse may doso. The attending or charge nurse must determine if 
hospital police are needed and/or how long to wait after requesting police 


to initiate the protocol. 


ACTIVATION: Any staff member after being informed by a nurse or 
doctor announces “Doctor Strong to the area on the unit.” Hospital Police 


may be called as advised by nurse or doctor. 


The designated staff are to respond: 

eThe attending on the unit (10S or 10N) must respond. If two attendings 
are on that unit the one who initiates the protocol 

is to respond. 

eAll Residents on the unit (10S or 10N) are to respond. 

eThe Social Workers for the unit (10S or 10N) are to respond. 

°The Psychologists for the unit are to respond. 

*An activities therapist is to respond, when-two.are present the one who is 
not actively engaging a group of patients in an activity is to respond. 

eThe designated nursing staff is to respond. At the beginning of each tour 
the charge nurse designates which staff are to respond to such calls. 


INPATIENT PSYCHIATRY PROTOCOL FOR VIOLENCE 


1) 


2) 


3) 


4) 


5) 


6) 


WHEN VIOLENT BEHAVIOR IS IMMINENT OR TAKES 
PLACE, THE CODE YELLOW PROCEDURE IS TO BE USED. 
AN ATTENDING PSYCHIATRIST OR RESIDENT MUST BE 
SUMMONED (DURING OFF TOURS THIS MAY 
NECESSITATE CALLING CPEP) 


TO AS GREAT AN EXTENT AS POSSIBLE, STAFF PRESENT 
WILL EMPLOY DE-ESCALATION TECHNIQUES. 


MEDICATIONS ARE TO BE ADMINISTERED AS ORDERED 
(THIS INCLUDES P.R.N. MEDICATION ORDERS BUT CAN 
BE A NEW ORDER IF DOCTOR IS PRESENT). 


WITHIN THIRTY MINUTES (30 MINUTES) AFTER THE 
INCIDENT, INVOLVED STAFF ARE TO MEET AND 
DISCUSS WHAT OCCURRED, WHAT INTERVENTIONS 
WERE USED OR SHOULD HAVE BEEN USED. THESE 
INTERVENTIONS INCLUDE BUT ARE NOT LIMITED TO 
MEDICATIONS. 


WITHIN SIXTY MINUTES (60 MINUTES) AFTER THE 
INCIDENT OR IMMEDIATELY FOLLOWING STAFF 
DEBRIEFING, A COMMUNITY MEETING IS TO BE HELD. 
IF IT IS VERY LATE AT NIGHT A MEETING IS TO BE HELD 
WITH THOSE PATIENTS WHO ARE AWAKE. THE 
MEETING CAN BE LED BY A NURSE, PSYCHOLOGIST, 
SOCIAL WORKER, ACTIVITIES THERAPIST OR 
PREFERABLY AN ATTENDING PSYCHIATRIST. 


WITHIN 4 DAYS THESE EVENTS WILL BE DISCUSSED IN 
A MEETING LED BY THE CHIEF OF SERVICE. 


a! 
Revised: July 17, 2008 Fe ae — Léz_°./ 


-TSAAC BAMPOE, M.D. 
(A) CHIEF OF SERVICE 
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POLICY: It is the policy of the Inpatient Psychiatry Unit to the greatest extent possible to 
identify, minimize and stabilize occurrences of violence and where possible to prevent such 


OCCUITENCES. 


POLICY STATEMENT: The acute inpatient psychiatric setting presents some uniquely 
hazardous conditions and challenges. Agitated, impulsive, disorganized, paranoid and 
explosive individuals are a constant sub-set of the unit’s patients. For this reason, and in the 
interest of creating the safest possible environment for patients and staff, the staff and unit 


leadership have developed this policy. 


RELATED POLICIES/PROCEDURES: 


PROCEDURE: 
The BROSET is completed on admission and continues to be completed until the score is 


under two (2), and four (4) surveys have been completed (two per day for two days). It is 
part of the electronic patient record. It is the responsibility of the charge nurse or his/her 
designee to report BROSET scores of two or above to the 9:00am interdisciplinary team 
meeting. In addition to this document, the nurse completes-a Client Preference Survey 
which allows the patient to report his/her preferences for managing his/her emotional upsets, 
and whether he/she wishes family to be notified in the event of a restraint. 


A BROSET score of two or above requires the assignment of a contact person to provide an 
extra human resource for the patient. The assignment of the contact person is the 
responsibility of the chatge nurse (on evenings/nights, weekends and holiday) either alone 
or in consultation with the covering attending. Otherwise, a Unit attending is notified of the 
BROSET score and a contact person is assigned. The charge nurse is responsible, with the 
contact person, to insure the hand-off of this responsibility from tour to tour. A score of two 
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or above requires that the treatment team, led by the attending psychiatrist, discuss issues 
pertinent to the patient related to potential for aggressive behavior and formulate a patient- 
specific risk mitigation plan which may include pharmacological, behavioral, and 
psychotherapeutic components. 


A score of 3 or above requires a face to face meeting between the patient and the treatment 
team or a representative sub-group or a representative of the team. 


Sometimes the combination of medication and other staff resources are not sufficient to 
establish calm and insure that treatment can proceed as ordered. This may result in the call 
for “Dr. Strong”. The call by any staff person for “Dr. Strong” means that all staff on the 
unit not occupied by a one to one or other monitoring duty which safety dictates cannot be 
left, are to move swiftly to the call. The purpose of this call is to provide a show of force and 
support in the clinical effort to stabilize the situation. 


Extreme violence or the threat of imminent unmanageable violence can occur. This justifies 
the “Code Yellow” call by any staff person to Hospital Police. Arriving on the Unit, 
Hospital Police will be given a brief situation report by the senior clinician on the scene or 
his/her designee. It is expected that 1f medication is to be administered that it is ready. 


These circumstances require that patients who are not involved in the incident be kept at a 
safe remove. 


Following re-establishment of normal operation the senior clinician on duty (Unit 
Attending, covering Attending) or his/her designee is to conduct the de-briefings, insure that 
the event is recorded on the debriefing form, and that an incident report is completed. 


RESPONSIBLE STAFF: 
Nursing: -Complete BROSET on admission and 2 times per day for following two 
days 


Report scores of 2 or greater to interdisciplinary team 

-Assign contact person for patients with BROSET of greater than 2 
-Complete Client Preference tool 

-Insure contact person hand-off from tour to tour 

-Convene and document post incident de-briefings in the absence of Unit 
Attending or covering Attending Psychiatrist as Senior Clinician on duty 


Attending Psychiatrist/Covering Attending Psychiatrist: 
-Conducts discussion and review patient status when informed of BROSET 
score of 2 or greater 
-Formulates patient specific nsk mitigation plans 
-Conducts face to face interview or designate a member of the 
interdisciplinary disciplinary team to conduct a face to face interview with 
patient with BROSET score >2 
-convenes and documents post incident de-briefings in the absence of Unit 
Attending or covering Attending Psychiatrist as Senior Clinician on duty 
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All Staff: -May call a “Dr. Strong” to convene unit staff to manage and de-escalate a 
disruptive situation 
-May call a “Code Yellow” to prevent imminent violence or for assistance 
with a violent situation beyond the ability of Unit staff to contain/address 
-Participate in interdisciplinary team mectings to formulate patient specific 
risk reduction plans 
-Participate in post incident de-briefings 


REFERRENCES: None 


ATTACHMENT(S): Code Yellow Policy, BROSET Scale & Debriefing Form 
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INPATIENT PSYCHIATRY 
BROSET VIOLENCE CHECKLIST 


PATIENT'S NAME: 


MEDICAL RECORD#: 


DATE: TIME: 


Circle one number for each item O=NO 1=YES 


Confuséd 

Irritable 

Loud/Unruly 
Physically Threatening 
Verbally Threatening 
Attacking Person(s) 
Attacking Property 


oO0COCOCO0°0 
=| © ~ 32 A ow ou 


Total: 


Comments: 


Contact Person: 


(A score of 2+ require the assignment of a Contact Person, a score of 
3+ requires a face to face with the interdisciplinary team). 


GENERATIONS+/NORTHERN MANHATTAN NETWORK Procedure Manual 


Lincoln Medical and Medical Health Center OD Metropolitan Hospital Center M Harlem Hospital Center 
forrisania Diapnostic & Treatment Center LJ Segundo Ruiz Belvis Diagnostic & Treatment Center 


¥] Renaissance Diagnostic & Treatment Center 


Section: Page of 38) 
HP 033 1 2 
PSYCHIATRIC CODE YELLOW unerscdes: ital 


Subject: 


9/16/06 6/6/07 

Distribution: Issued By: 

Hospital Police Hospital Police 
Le By: Approved By: Ve By: 

a idsaed | 5 =f 
LyghaPerez Stephe ee Ph. D {Saac Bampoe, MD a 
Network Diséctor Deputy Executive Dirgctor. Chief Inpatient, Psychiatry 
Hospital Police yy 

Shirl M./Holmes Pabio‘Banchez, Pato 'fanchez, ADN, Nursing ss—=<CSTS Nursing 
CM, Inpatient Psychiatry re (7 
ee ee 
ie Shs. 


PURPOSE: 


For inpatient psychiatric staff to gain immediate assistance from the Hospital Police Department in 
handling dangerous or potentially dangerous situations involving life or property which may occur, 
within the Psychiatric Units. 


POLICY: 


To neutralize and control situations, which pose an immediate threat of physical injury, or situations in 
which the immediate response of a large number of officers is required. 


PROCEDURE: 


The following should be carried out if a situation arises where an individual is threatened by a patient, 
visitor, or any unsafe circumstance and where assistance by more than one officer is required. 


‘ 


Responsible Staff Action to be PERFORMED: 


Psychiatry 1. Any designated person on the Psychiatric: Unit will 


call Hospital Police at ext. 2500. He/she will state 
the following Code Name: 
“Code Yellow “10S” or “10N” 


J Subject: 
Psychiatric Code Yellow 


Responsible Staff 
Hospital Police As 


a) 


c) 


d) 


e) 


Note: 


Section: 


Action to be Performed 
The Hospital Police Desk Officer will do the following: 


He/she will then dispatch all available Officers and a 
Senior Special Officer to the location indicated. 

The Hospital Police Officer will proceed to the unit and 
be advised by the clinical staff as to the dangerous 
situation and take the necessary steps to quell the 
disturbance. The first officer on the scene will determine 
whether additional backup is required. 

In the event that not all officers are needed on the scene, 
the Supervisor in charge will send all extra personnel back 
to their post. No Officer will leave the unit area unless 
directed by a Superior Officer. 

The Senior Special Officer will assign the report and will 
cancel the code yellow once the situation is corrected. 
The report should indicate time of call received, time of 
Hospital Police arrival on the unit, nature of call, action 
taken and appropriateness of call i.e., did the situation on 
the unit meet the emergency criteria. 

Hospital Police will commandeer an elevator to expedite 
response by utilizing the elevator key. 


. Hospital Police Administrative Staff will participate in 


meetings held by Chief of Service to review each case. 
MOS might be called upon to participate in the meeting 
process. 

We recognize that we might receive more than one call. 
Hospital Police participate in the direction of the Clinical 


3/4/2004 


9/1/2005 


i 


6/6/2007 


Director of Hospital Police will review this Policy/Procedure every two (2) years. 


DATE REVISION REQUIRED RESPONSIBLE STAFF NAME AND TITLE 


f 
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PURPOSE: 


To ensure that any use of restraint is in conformity with the Final Rule, 42 CFR Part 482.13 Conditions of 
Participation for Hospitals on Patient's Rights published by the Centers for Medicare and Medicaid Services 
(CMS) in the Federal Register December 8, 2006, effective January 8, 2007; the Guidelines of HHC (New York 
City Health and Hospitals Corporation); the New York State regulations 1ONYCRR 405.7, Mental Hygiene Law 
33.04, 14NYCRR 27.7, 14NYCRR 524.7, and the Joint Commission Standards. 


POLICY: 
Every attempt must be made to prevent the use of restraint and create a physical, social and cultural environment 


that limits restraint usage to clinically and adequately justified situations; reduce use of restraint through 
preventive or alternative strategies to ensure the protection of the patients’ health and safety; and preserve the 
patient's dignity, rights, and well-being. 


RELATED POLICY/PROCEDURE(s): 


e Medical Immobilization Devices 
e Hospital Police 
e Sentinel Event Policy 
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DEFINITIONS: 


Restraint is any manual method, mechanical device, or pharmacologic measure which immobilizes or reduces 
the ability of an individual to freely move his or her arms, legs, body or head. This includes manual restraint, drug 
used as a restraint, and mechanical restraint. 


e “Manual restraint” means the use of a manual or physical method to restrict a person's freedom of 
movement or normal access to his or her body. The term “manual restraint" means and includes the 
term “physical restraint.” 

e Holding the patient in a manner that restricts a patient's movement against a procedure or test to 
which the patient has the right to object, accordance with such Parts, is considered a manual 
restraint. ‘Therapeutic holds’ are considered as manual restraint. 

e Manual restraint include, but are not limited to physical restraint required to facilitate the safe 
administration of court ordered or emergency medications administered over the patient's objection 
and other physical interventions that are designed to involuntarily hold or pin the patient to restrict 
movement. Physical ‘takedown’ to the floor is always considered a manual restraint. (OMH, 14 
NYCRR & 526.4 Restraint and Seclusion). 


The following are considered restraint: 


Manual Restraint: 


Use of manual or physical method. 

Using your body to hold a patient to manage violent or self-destructive behavior that threatens the 
patient's, staffs or other's safety, e.g. holding a patient's arm to keep him/her from hitting the wall or a 
staff member. . 

For manual restraint, orders must be limited in duration to 30 minutes for patients of any age. In every 
case, the use of manual restraint must be limited to the duration of the emergency situation, regardless of 
the length of the order. 


Note: No mechanical restraint should be used on children ages 9 and under except in a violent 
situation: Cribs, high chairs, strollers with straps and the like are not restraint but commonly accepted by 
infant/child safety devices. 


For a child who is not an infant or toddler, placement in a crib with raised rails may well be 
considered restraint (OMH, 14 NYCRR & 526.4 Restraints and Seclusion). 


Mechanical Restraint: 


NOTE: 


An apparatus that restricts a patient's movement of the head, limbs or body. 


4 bed rails are considered restraints if they are used to prevent the patient from exiting the bed and all 


requirements applicable for restraints must be adhered. 
Two point restraints are not to be applied to the same side of the patient. 
No mechanical restraints should be used on children 9 and under. 


DO NOT PLACE PATIENTS IN PRONE POSITION WHILE IN RESTRAINTS. ARM MUST REMAIN AT 
SIDE. 
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Types of Restraint: 


A. 


Only FDA approved commercially available restraint are to be used. Approved commercial restraint for 
the wrist and leg are to be used. (Non-Violent Restraint) 


Two point restraint are not to be applied to the same side of the patient. 
Oxygen masks are not used for restrained patients. A nasal cannula is used instead. 


Patients with violent or self-destructive behavior: Use only approved commercial restraint with velcro 
closure. (Violent Restraint) 


Chemical Restraint (Pharmacological) is a medication used to control behavior or restrict an individual's 
freedom and movement and is not standard treatment or dosage for the patient's medical or psychiatric 


condition. Harlem Hospital does not use chemical restraints. 


Restraint does not include: 


Devices, such as orthopedically prescribed devices, surgical dressings or bandages, protective helmets 
or other methods that involve the physical holding of a patient for the purpose of conducting routine 


physical examinations or tests, 
Side rails on a stretcher during transport or on beds during anesthesia or sedation recovery to prevent the 


patient from falling out of bed. 

Protective equipment usage such as tabletop chairs or orthopedic devices for postural support and other 
adaptive or protective devices that are implemented based upon the assessed need of the patient are not 
considered restraint. 

Partial or total immobilization of a patient for medical/surgical reasons as a standard practice or integral 
component of medical, dental, diagnostic, or surgical procedures/treatment shall not constitute restraint 
for the purposes of this policy and is covered in a separate policy entitled, Medical Immobilization Devices 


Usage (refer to policy, ADM 0455). 


Forensic/Law Enforcement 


Handcuffs, manacles, shackles, other chain-type restraint devices, or other restrictive devices are considered law 
enforcement safety devices and are not acceptable health care restraint interventions for use by facility staff 
members. Health and Hospital Corporation (HHC) Special Officers shall not handcuff a patient unless the 
patient is under arrest (refer to Policy OD Number 18) 


GUIDELINES: 


Patient 


Rights: 


Wherever possible, every attempt should be made to avoid the use of restraint, as it is known to be 
potentially harmful both physically and mentally. Restraint should be used only in unusual circumstances 
and only after all reasonable less restrictive alternatives have been attempted or considered and rejected 


for reasons related to the patient's well being. 


Patient's rights, dignity, and well-being will be protected during restraint usage to ensure the following: 
e The patient is encouraged to inform staff of less restrictive methods to calm him/her. 
The patient is educated, whenever possible, to the reasons for restraint usage; and the behavior 


criteria needed to discontinue it. 
e The patient can choose to have family/significant others informed when restraint used. 
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The application or usage respects the patient as an individual; 

|he environment is safe and clean; free trom potentially violent or provocative patients and visitors; 

The patient is able to continue care and participate in care processes. 

Hydration needs and activities of daily living are met. 

e Circulation, respiration, range of motion, skin integrity and vital signs are monitored. 

e Techniques that obstructs the patients breathing or respiratory airway, in which a staff places 
pressure on a patient's back or places their body weight against the patients’ torso or back are not 
allowed. 

e Asafe implementation of restraint by trained staff. 

e Asstaff debriefing is conducted within 24 hours after each episode of restraint with the patient and, if 
requested by the patient, a family member/significant other in order to identify the causes of the 
behavior and actions required to prevent further restraint. 

e Pillows, blankets or other items to cover the patients’ face or to hold over or above the patients face 

are not allowed. 


Indications for Restraint: 
This standard combines the previous restraint standards and is applicable to all uses of restraint. 


1. Restraint may only be used when less restrictive interventions have been determined to be 
ineffective to protect the patient or others from the harm. The type or techniques used are the least 
restrictive intervention that will be effective to protect the patient or others from harm. 


2. Restraint are in accordance with the patient's plan of care. 


3. Restraint for the management of violent or self destructive behavior may only be used to manage 
violent or self destructive behavior that jeopardizes the immediate physical safety of the patient, a 
staff member, or others. 


4. Restraint for the managements of patients with non-violent or non-self destructive behavior are driven 
by an acute medical problem. 


Initiation of Restraint and Restraint Orders: 


Contraindications: Pre-existing medical conditions, physical or mental disabilities and history of 
physical or sexual abuse are to be documented and taken into consideration prior to implementing 
restraint. 


Restraint for patients with violent or self destructive behavior: When restraint is ordered in 
psychiatry or for behavioral health reasons, it must be ordered by a physician (licensed independent 
practitioner (LIP) or resident with a delineated competency to order restraint after a face to face 
examination of the patient. 


Restraint for patients with non-violent or non-self-destructive behavior: Except in an emergency, 
restraint shall only be employed on the time limited written order, by a physician or house staff with a 
delineated competency, after face-to-face assessment of the patient's physical and mental status when a 
patient presents an imminent danger to self or others. 


HARLEM HOSPITAL — Nursing Policy & Procedure Manual 


Ft ate Section: CLINICAL Page Of 
Subject: RESTRAINT NP RAGA eg eed 


Treating Physician Notification: When restraint was not ordered by the treating physician, it must be 
followed by consultation with the patient's treating physician within one (1) hour. 


House Staff: A House Staff Physician may write orders for physical restraint demonstrated competency, 
and has been specifically authorized by the Program Director and the Graduate Medical Education 
(GME) Chief of Service to order restraint. Competency and the degree of supervision required must be 
assessed annually as part of the training program and modified as appropriate. 


Initiation of Restraint in the absence of a Physician: A patient may be placed in restraint only by / or 
under the direct supervision of a registered professional nurse. When restraint has been placed under 
the direct R.N. supervision, a face-to-face assessment and written order by a physician must be obtained 
within 30 minutes. A restraint for behavioral health reasons also requires a face- to-face assessment and 
written order within thirty (30) minutes. Pending arrival of the physician the patient is placed under 
constant supervision / observation. 


Hospital Police: HHC Special Officers, in limited circumstances, when clinical staff needs additional 
assistance with the emergency application of restraint, may provide necessary assistance in order to 
prevent injury to the patient or others. If requested, they may act but only under direct close clinical 
supervision. Only clinically acceptable restraint may be applied. Hospital Police Officers shall relinquish 
their batons and handcuffs in a safe and protective manner when entering (CPEP, 10, and 9" Floors), 
with the exception of responding to a crime in progress. All Hospital Police Officers are to be trained in 
the Preventing and Managing Crisis Situations (PMCS). 


Behavior Criteria: When restraint are required for patients with violent or self-destructive behavior, staff 
must share with the patient the behavior required for the prevention and discontinuation of restraint. 
Restraint shall be discontinued at the earliest possible time, regardless of the length of the time in the 


physician's order. 


Multiple Episodes: For patients restrained for violent or self destructive behavior, the Chief of Service/ 
designee is to be informed of, and review, any patient requiring restraint for more than 12 hours, or more 
than 2 restraint episodes within 24 hours. Thereafter, there should be notification daily for review if the 


condition continues. 


Training: Staff education and training is conducted by the Professional Staff Development Department 
Clinical Instructors to ensure the competency of all levels of direct care staff on the units involved in 
initiating, applying, monitoring and removing restraint. Competency is assessed through education and 
testing, direct observation and medical record review. Cardiopulmonary resuscitation and emergency 
first aid are included. All Hospital Police Special Officers are trained in therapeutic crisis prevention, 
intervention and the restraint policies and practices. Restraint in-service is provided before performing 
any of fhe actions specified in the guidelines, as part of the orientation, and on an annual basis. 


Training Content for direct care staff will be based on the specific needs of the patient population in at 
least the following: 


1. Techniques to identify staff and patient behaviors, events and environmental factors that may 
trigger circumstances that require the use of a restraint. 


2. Use of nonphysical intervention skills 
3. Selection of least restrictive intervention based on an individualized assessment of patient's 


medical or behavioral status or condition 
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4. Safe application and use of all types of restraint used in the facility, including how to 
recognize and respond to signs of physical and psychological distress, c.g., positional 
asphyxia. 

5. Clinical identification of specific behavioral changes that indicate that restraint is no longer 
necessary 

6. Monitoring of physical and psychological well-being of the patient including but not limited to 
respiratory and circulatory status, skin integrity, vital signs and any special requirements 
associated with the 30 minutes face-to-face evaluation. 

7. Use of first aid techniques and certification in the use of CPR including periodic recertification 


Patient Observation Frequency and Documentation 


1. Patients restrained for non-violent or non-self destructive behavior: The regulations require that the 
patient's physical and emotional state must be continually assessed, monitored, and re-evaluated. 
Constant direct supervision is not required unless the patient's condition warrants this level of 
observation. Documented nursing observations are required at least every thirty (30) minutes. See 
attachment. 


2. Patients restrained for violent or self destructive behavior: The statute requires that the patient who 
is in restraint is to be kept under constant supervision/ observation continually assessed, monitored, 
and re-evaluated. 


Patients with behavioral health needs who are on a general care unit require 1:1 observation. 
Documentation of observation is required every 15 minutes. See attachments: Restraint Flow sheet 
for Violent and Self Destructive Behavior, and Debriefing Tool. 


Assessment on Admission to the Hospital: 


Admitting Information: The patient/family receives Patient's Rights information in the admissions 
package regarding the hospital's policy on usage of restraint for emergency reasons involving loss 
of control and imminent danger to self or others. The patient is offered the option of informing 
family/significant other(s) of a restraint episode and has the right to have them participate in episode 
debriefing reviews. 


Behavior Criteria: Staff must set, document and share with the patient the behavioral criteria to be met 
for discontinuation of restraining applied for behavioral health reasons. 


Treatment Planning: Episodes of restraint require behavior criteria to be considered in the treatment 
planning process and address by appropriate goals, objectives and actions as indicated. 
Families and patients should be made aware of the reasons for restraint used in the treatment 
process, and the criteria for prevention or discontinuation. 


Debriefing for Patients with Violent or Self-Destructive Behavior: 


A. Debriefing: Debriefing sessions are to be conducted with the patient, family, and staff; if patient 
consents, after each episode of restraint in psychiatry and in general care, when restraint are ordered 
for behavioral health reasons. Assistance is to be offered to help the patient meet the behavior 
criteria necessary to prevent restraint episodes. Debriefing should occur as soon as possible but no 
longer than (24hours) or the next calendar day after the episode. 
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B. Debriefing Session: The debriefing session is used to identify what led to the restraint episode, 
what could have been done differently to prevent it, and whether the patient's well-being, 
psychological comfort and privacy were addressed. 


C. Injury: Any trauma or injury must be addressed and the treatment plan modified if necessary as a 
result of the episode. 


Location of Restrained Patients: 


The right of each patient to privacy, confidentiality and respect for dignity must be assured. Restrained patients 
must be kept in an environment where they are protected from other potentially violent or provocative patients or 
visitors, preferably in an area of decreased stimulation as clinically indicated. A patient should never be placed in 
four point restraint in public view nor should more than one patient be restrained in a room. 


Time-Limited Restraint Orders: 
Orders must be time-limited and consistent with all regulatory requirements. 


A. Management of patients with non-violent or non-self-destructive behavior: An order is required 
within 30 minutes of emergency restraint after a face-to-face assessment is completed. The order 
must specify the period of time, not to exceed 12 hours. Orders must be renewed or reissued every 
12 hours by an LIP based on examination of the patient. Renewed orders must be clinically justified. 


B. Management of patients with violent or self-destructive behavior: The physician must conduct a 
face-to-face assessment within 30 minutes after the application of restraint during an emergency 


situation. 
Written orders must be time-limited as follows: 


2 hours for adults 18 years of age and older 
1 hour for children and adolescents ages 9-17 
30 minutes for children under age 9 


For Non-Violent or Non Self Destructive Patients: 


e The patient must be evaluated face-to-face within 30 minutes after the initiation of restraint 
by a LIP or resident with delineated privileges, a Registered Nurse or Physician Assistant 
(PA) who has received training. 


e The evaluation must include patient's immediate situation, patient's reaction to the 
intervention (restraint), patient's medical and behavioral condition and the need to continue 
or terminate the restraint. If the face-to-face evaluation is conducted by the RN or PA, must 
consult the attending physician or the LIP who is responsible for the care of the patient as 
soon as possible after completion of the evaluation. If a restraint is to be continued, a new 
time-limited physician order must be written. 


e After 12 hours, before writing a new order for restraint, the physician or other LIP responsible 
for the care of patient and authorized to order restraint must see and assess the patient. 


C. Release: An RN may release a patient from restraint prior to the expiration of the order, if the 
patient's condition improves and the same behavior persists, the original order can be reapplied if 


less restrictive measures are ineffective. 
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The RN must inform the physician and document the reasons for discontinuing restraint and its 
reapplication, it that was necessary. If the initial order expires, the patient must receive another face- 
to-face assessment by the physician and a new order written. 


Performance Improvement: 


A. 


Reporting: 
A. 


Multiple episodes and/or prolonged episodes of restraint are reviewed by the Chief of Service or 
designee. 


improvement program in order to understand the cause of their usage, establish baseline data and 
identify use that can be reduced. 


. Aggregate data are gathered by Nursing/Quality Management and analyzed on each episode of 


restraint from all units, and shifts for all purposes. Particular attention is focused on multiple episodes 
for individual patients and the frequency of use by types of staff, specific providers, units, shifts, and 
days of the week. 


Records: 


The Chief of Service/Designee is informed of all restraint episodes. A Restraint Log is maintained at 
the Nursing Stations, on the General Care Units, and Psychiatry Units. The ADN will review each 
restraint documentation, for appropriateness of care and report it as part of daily reporting to the 
Chief Nurse Executive and /or Deputy Director of Nursing, and the Medical Director of all restraint 
episodes. 


. Serious Injury or Death Resulting from Restraint: 


In a sentinel event, requiring a root cause analysis an immediate notification to the Risk Manager, 
Chief Nurse Executive/Designee, Medical Director/Designee and others as outlined in the Sentinel 
Event Policy. An occurrence report must be completed. The NYPORTS Reporting Code is 
“915.RES: Patient death or serious injury associated with the use of physical restraints/bedrails while 
being cared for in a health care setting. “Sub-code RES: death or serious injury associated with 
physical restraints/bedrails. NYSDOH NQF/NYPORTS Reporting Guide rev.8/28/2013. NIMRS 
Code is under Death, “Restraint or Seclusion: Death of a client associated with the use or attempted 
use of restraint or seclusion.” 


. CMS Death Reporting Requirement: Reporting requirements vary depending on the circumstances 


of the patient's death. 


1. When the circumstances of a patient's death involves only the use of soft two-point wrist 
restraints and no use of seclusion, CMS must be contacted. 


2. Requires that hospital staff record the information about the death into an internal log or other 
system. 


3. Each entry in the record must be made no later than seven days after the date of death of the 
patient. 
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4. The record must include the patient's name, date of birth, date of death, attending physician, 


primary diagnosis(es), and medical record number. 


Hospitals must take this information available to CMS in either written or electronic form 
immediately upon request. 


For deaths involving all other types of restraints and all forms of seclusion the CMS Regional 
Office must be notified by telephone no later than the close of business on the next business day 
following knowledge of the patient's death. Additional reporting options include the use of 
facsimile and electronic reporting. 


Death associated with the use of restraint is reportable to CMS (Center for Medicare/Medicaid 
Services) by telephone to the Regional Office no later than the close of business the next business 
day following knowledge of the patient's death. Staff must document in the patient's medical record 
the date and time the death was reported to CMS. 


Reportable deaths include: 


1. 
2 


Each death that occurs while a patient is in restraint. 
Each death that occurs within 24 hours after the patient has been removed from restraint. 


Each death known to the hospital that occurs within 1 week after the restraint where it is 
reasonable to assume that use of restraint contributed directly or indirectly to a patient's death. 
“Reasonable to assume’ includes, but is not limited to, deaths related to restrictions of movement 
for prolonged periods of time, or death related to chest compression, restriction of breathing or 
asphyxiation. See Exhibit VI Hospital Restraint Death Report Worksheet. 


. Reports are made by Office of Risk Management to NYPORTS as required. 


. Death/serious injury of behavioral health patient in restraint are made by behavioral Health 


Administrator to Quality of Care Commission and OMH (NYOMH) as required by Mental Hygiene law. 
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RESPONSIBLE STAFE ACTION TO BE PERFORMED 

Physician 1. Respond to patients with violent or self-destructive behavior within 30 


minutes, and also within 30 minutes to patients who do not have violent 
or self-destructive behavior to conduct a face-to-face assessment. 

2. Reviews the patient's chart with special attention to the treatment plan 
and medications and to confirm that less restrictive interventions have 
beer considered and/or attempted. 

3. Documents in the patient's medical record: 

o Mental and physical status 

o Patient's immediate situation 

2 Medical and Behavioral condition 

0 Medication review 

o Less restrictive interventions attempted 
© Clinical justification for restraint 

4. Exercises professional judgment in continuing or discontinuing restraint, 
reordering or changing medication. 

5. After consideration of the alternatives to restraint, writes an order for 
restraint on the Special Restraint Form: 

2 1:1 observation for patient with violent or self-destructive 
behavior 

Date/time 

Duration, start/end times 

Type of restraint and placement 

Level/frequency of evaluation 

Clinical justification 

Frequency of monitoring and reassessment 
Note: The attending physician must be consulted as soon as possible if 
the attending physician did order the restraint. 

6. Reassesses patient at required intervals, if summoned by the RN, or 
whenever there is a change in patient condition. 

7. Documents findings, revises treatment plan and writes a new order, if 
indicated. Notifies the patient's primary physician when appropriate. 

8. If the patient is restrained for violent or self-destructive behavior, 
participates in the debriefing session and revises treatment plan, as 
appropriate or consults with the treating physician. 


o ag oa a Qo a 
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PROCEDURE: 
RESPONSIBLESTAEF ACTION TO BE PERFORMED 
Emergency Department / General 1. Implements least restrictive measures/interventions, as therapeutic 
Care Units and Behavioral Health: modalities to assist the patient in maintaining an acceptable level of 
Registered NURSE control over his/her actions. Examples: 


c Frequent reorientation 

2 Environmental modification such as quiet room, soft light, 
soothing sound 

2 Relocation or redirection to a less stimulating area 

2 Allowing the patient to verbalize angry and aggressive feelings 

and otherwise “talking the patient down.’ 

Engaging the patient in neutral or therapeutic activities. 

1:1 observation 

Limit setting 

Offering time out 

Verbal intervention 

Administration of Medication as prescribed by the physician 

Allowing family members or significant other to stay with the 

patient (general care area only) 

2 Moving patient closer to the nursing station and/or having a 
nursing staff member stay with the patient 

ao Documents on the restraint form the alternative measures used 
prior to restraining a patient. The nurse must also document 
the reason alternative measures were ineffective. 


o a a o o o a 


2. For emergency application, in the absence of a physician: 
a. Directs the process of restraining the patient 
b. Keeps patient placed in restraint, pending a physician's order, on 
1:1 supervision as warranted by the patient's physical condition 
and emotional status. 
c. Secures a face-to-face assessment and written order from a 
physician or privileged resident: 
c Patients with non-violent or non self-destructive behavior within 
30 minutes 
c Patients with violent or self-destructive behavior: within 30 
minutes. Patient is maintained on 1:1 observation for the entire 


episode. 
3. Explains reasons, goals and objectives of restraint to patient/family. 


4. Informs the ADN/Nursing Supervisor as soon as patient is placed in 
restraint. 


5. Makes an entry on the unit's Restraint Log of the patient's name, chart 
number, date/time restraint initiated, reason, MD order, 
duration/episodes, re-assessments, date/time discontinued. 


6. Monitors patient as ordered or required and documents observations: 
Patients with violent or self-destructive behavior every 15 minutes. 
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PROCEDURE: 
RESPONSIBLE STAFF ACTION TO BE PERFORMED 


The condition and behavior must be noted on the patient's chart. 
Emergency Department / General 


Care Units and Behavioral Health: (See Exhibit II: Interdisciplinary Integrated Restraint Record) 
Registered Nurse (Continued) (Exhibit !) 


Patients with non-violent or non-self destructive behavior: every 30 
minutes or more frequently as indicated by the patient's condition or 
physician's order arid documented. 
(See Exhibit |: Interdisciplinary Integrated Restraint Record (Exhibit I!) 
On all units, Assessments/observations are to be documented in progress 
notes which include: 
a Skin condition of the restrained limbs, taking note of color, 
sensation, temperature changes and pulse. 
Changes in mental status, 
Level of anxiety and agitation, 
Psychomotor activities, 
Verbal and non-verbal behavior 
Patient's continuing response to restraint intervention. 


o a Oo a Oo 


7. Check vital signs as indicated by the patient's condition or physician's 
order. Notifies the physician on call if the restrained patient exhibits a 
change in condition including but not limited to the following clinical 
parameters: 

c A temperature of 101°F or above or 96°F and below. Blood 

pressure below 90/70 or above 170/100. 

Pulse below 60 or above 120 

Respiration below 16 or above 30 

A deteriorating mental status 

Chest pain or shortness of breath 


o o a o 


8. Provides the following nutrition, hydration and physical care: 

(a) Adjusts restraint application as indicated 

(b) Feeds patient at mealtime and offers snacks. The staff should 
raise the head of the bed and feed patient in an upright position 
only. 
lf appropriate, allows the patient to feed him/herself. A nursing 
staff member must remain with the patient during the meal 

(c) Additional fluids between meals PRN . 

(d) Mouth care PRN 

(e) Toileting 
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Emergency Department / General 


Care Units and Behavioral Health: 


Registered Nurse (Continued 
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ACTION TO BE PERFORMED 


FOR NON-VIOLENT OR NON-SELF DESTRUCTIVE PATIENTS: 


LF 


Releases restraint every 2 hours for 15 minutes, except when the 
patient is asleep. (When a patient is asleep, a two-finger check should 
be performed for any limb restraint, i.e. two fingers should be placed 
between the patient's wrist or ankle and the restraint to ensure that they 
are not restricting the patient's circulation). An assigned clinical staff 
must remain with the patient during the period of release to 
monitor patient’s status. 


Inspects the restrained body areas which should be massaged (unless 
contraindicated) provides range of motion exercises, and repositions 
patient. Toileting and nourishment should be offered at this time. 


FOR NON-VIOLENT & VIOLENT/SELF DESTRUCTIVE PATIENTS: 


10. 


VW 


12. 


Releases a patient from restraint prior to the order's expiration time if 
the patient's condition improves. If restraint was for behavioral health 
reasons, informs the physician and documents the rationale for early 
release: 


When a patient is released from restraint prior to the expiration of an 
order makes overt gestures that suggest the threat of serious harm to 
him/her or others, the patient may be re-restrained with a new written 
order. 


Nursing observations and Progress Notes documentation required: 


On the Behavioral Health Units and restraint used for patients with 
violent or self destructive behavior reasons: 
© Documents in the progress notes when restraint are applied 
and every 2 hours as applicable until the restraint are removed. 
o Enters documentation of the 15 minutes observations on the 
a Interdisciplinary Integrated Restraint Record For Patients With 
Violent or self destructive behavior. (See Form (151A). 


Note: Do not place patients in prone position while in restraint. Arm 
must remain at side. 


For patients with non-violent or non-self destructive behavior: 
3s Documents in the progress note when restraint are applied and 
at least once every shift 
c Documents the 30 minutes observations and interventions on 
the Interdisciplinary Integrated Restraint Record. (See Exhibit 


Il) 


On all units progress notes should include response to medication and 
changes in condition. 


The initial progress notes: Must be dated, timed, state the reason for the 
application of restraint, the type of restraint used, and indicate that the 
procedure was explained to the patient and/or family and whether the patient 
consented to have the family informed. 
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PROCEDURE: 
RESPONSIBLE STAFF ACTION TO BE PERFORMED 


Emergency Department / General Subsequent progress notes: Prior to each subsequent period of 

Care Units and Behavioral restraint, a progress note must be written to include a description of the 
Health: Registered Nurse patient's physical activity, verbal content, notation of nourishment and 
(Continued) elimination needs, and provisions for personal hygiene. 


Discontinuation of restraint: When restraint are discontinued, a 
progress note must indicate the date, time, and description of the 
behavior and rationale for discontinuing restraint. 


13. Notifies the Nursing Supervisor, Nursing Administrator when: 
a There is an application of restraint on an emergency 

basis 

There is delay in physician response 

Reapplication of restraint is necessary 

Injury results from or during the restraint episode 

A patient with violent or self-destructive behavior 

remains in restraint for more than 12 hours, or 

experiences 2 or more episodes of restraint of any 

duration within 12 hours. 


a a Q a 


14. Completes all entries for each patient restraint episode on the Restraint 
Log maintained at the nurse station. 


Nursing Supervisor / Nursing 1. Intervenes when notified to assist in obtaining a physician to do an 
Administrator assessment and restraint orders or arranges to get another physician to 
see the patient within the required time frame within 30 minutes. 


2. Reports to the Chief Nurse Executive, or Deputy Director daily: The 
number of patients on restraint, the number of episodes and duration of 
each episode, the unit/time/shift, reason, and LIP or resident ordering 
restraint. 


3. Monitors nursing compliance to observations and documentation 
requirements, including completion of the unit's Restraint Log(s). 


4. Ensures preparation of occurrence reports and other appropriate 
documents in the event of patient injury during restraint. 


5. RN Supervisor/Nursing Administrator compiles a daily summary of each 
patient on restraint, the date/time each episode of restraint was 
implemented, discontinued and the duration of restraint for each 
patient. This report is submitted to the Chief Nurse 
Executive/Designees for assessment. 


6. The ADN on all tours reviews all nursing documentations on restraint 
for appropriateness of care and compliance with policy. This review will 
be included in the daily summary. 
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PROCEDURE: 
RESPONSIBLE STAFF 


Nursing Supervisor / Nursing 
Administrator Cont'd. 


Nursing Administrator / 
Administrator-On-Duty 


Medical Director 


Executive Director 
Medical Director 
Chief Nurse Executive 


Section: CLINICAL 
NPR 18.3 
ACTION TO BE PERFORMED 


Informs clinical leadership (Chief of Service, Chief Nurse Executive / 
Designee and Medical Director) whenever a violent or self destructive 
behavior patient remains in restraint for more than 12 hours or 
experiences 2 or more separate episodes within 12 hours. 


Informs the ADN/AOD when assistance is needed to obtain an LIP 
assessment or any other problem arises concerning a patient in 
restraint. 


In the event of patient injury during restraint, conduct an investigation in 
coordination with the Nursing/Administrator on Duty and notify The 
Chief Nurse Executive/Designee and Medical Director as appropriate. 


Assists the RN Head Nurse/ Supervisor to get a physician when 
necessary to perform the assessment and obtain restraint orders within 
30 minutes as outlined above. 


During off-hours, weekends and holidays, telephones each unit to 


obtain information concerning hospital wide restraint activity during the 


particular tour for entry into the AOD Log and for reporting to the 
Executive Staff. 


In an event of patient injury, death or staff injury during restraint 
coordinates examination(s), treatment and investigative activities with 
the Head Nurse /Supervisor, ADN on duty. 


Notifies the Administrator-On-Call (AOC), Chief Nurse Executive or 
Designee, Medical Director and or Chief of Service, Risk Manager and 


other as appropriate. 


. Assess restraint practice information and when necessary, provides 


oversight and medical direction to reduce restraint usage and expand 
use of alternative interventions hospital wide. 


Ensures that the restraint policies are reviewed and, if necessary, 
revised in compliance with City, State and Federal Laws, the guidelines 
of all regulatory and accrediting agencies and those of the NYC Health 
and Hospitals Corporation. At a minimum, representatives of the 
Medical Staff, Nursing, Administration and Hospital Police will be part of 
the review process. 


Ensures that all direct care staff and other appropriate staff including 
Hospital Police, receive documented orientation and periodic instruction 
in the techniques of safe application of restraint and assessments, the 
laws and regulations, and policies, and procedures governing the use 
of restraint and in the hospital. 
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Executive Director 3. Ensures that the Hospital's Performance Improvement Program assess 
Medical Director all episodes of restraint and performs trend analysis to identify 
Chief Nurse Executive opportunities for improvement in order to reduce usage and reinforce 
alternative measures. 
Chief Of Service 1. Maintains a record of all episodes of restraint in all patient care areas. 
2. Reviews each case of extended or multiple episodes of restraint when 
a patient was restrained for violent or self-destructive reasons, reviews 
each instance where an individual remained in restraint more than 12 
hours or had more than 2 episodes of restraint in 12 hours 
3. Conducts ongoing multidisciplinary reviews to assess patterns, trends 
and identify instances where preventive less restrictive measures would 
have been more appropriate and implements corrective actions, when 
indicated. 
Chief Nurse Executive 1. Maintains a record of all episodes of restraint hospital wide to identify 
Medical Director inappropriate usage. 


Clinical Leadership 
2. Ensures data and trend analysis and collaborates with clinical 


leadership in a unified strategy to reduce usage within psychiatry and 
the facility. 

3. Complies with all reporting and investigative regulations in the event of 
serious injury or death of a patient in restraint. 


4. Oversees usage reduction efforts. 


5. Reports on monitoring activities to the appropriate Performance 
Improvement Committees. 


REFERENCES: 


s Accreditation Manual for Hospitals and The Joint Commission Standards on Restraints 

2 CMS Hospital/Death on Restraint, reporting presentation, 3/17/2008 

a Center for Medicare and Medicaid Services (CMS) Hospitals condition of Participation: Patients’ Rights 
42 CFR Section 482.13 

CMS POC Standards 2013 

Electronic Code of Federal Regulations. CFR as of 9/2015 pp. 1-4 

Federal Register Vol.77, No.95, 5/2012 Rules and Regulations p.2904 

Greater New York Hospital Association ML-11, 1/9/2007 

Mental Hygiene Law 33.04, 144NYCRR 27.7. and 14NYCRR 524.7 

New York State Office of Mental Health (2014) Retrieved from 
https://manual.jointcomission.org/TJCA/M1FO118.htm! 

a New York City Health and Hospitals Corporation: (NYC HHC): Guidelines for Developing Facility 
Specific Restraint Policies 

NYSDOH NQF/NYPORTS Reporting Guide rev. 8/28/2013 

NYSOMH-Policy Manual — Patient Care — Patient Management Section PC-701, 5/29/07 

OMH NIMRS Definition for Incident Types and Severity Rating ver.9.1.2014 

Title 42, Public Health Post 482-COP Sub part B.-482.13 
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HEALTH + : 
HOSPITALS | Harlem 
INTERDISCIPLINARY INTEGRATED MANUAL RESTRAINT 
RECORD ORDER /MONITORING FORM 
FOR PATIENTS WITH NON-VIOLENT OR 
! NON-SELF DESTRUCTIVE BEHAVIOR 


Harlem Hospital Center 
MANUAL RESTRAINT: means the use of a manual or physical method to restrict a person’s freedom of 


movement or normal access to his or her body. The term “manual restraint” means and includes the term 


Addressograph 


“physical restraint”. 


|. LEAST RESTRICTIVE MEASURES USED PRIOR TO RESTRAINT (TO BE DONE BY RN) 


QO Appropriate Pharmacological Treatment ( Frequent Reorientation @ Family at Bedside © Limit Setting 

Q 1:1 Observation © Explained the importance of not pulling out medical devices 

OG Moved closer to the Nurses station 7 Physical activity/position changed 0 Ambulation with assistance 1 *Bed exit alarm 
Q Environmental Modification: Please indicate a Quiet Room b. Soft Light c. Soothing Sound 

O Other: Alternative measures were ineffective. Reason: 


j ll, EMERGENCY RESTRAINTS application initiated by: RN Time: 
| FACE TO FACE ASSESSMENTIS DONE BY A PHYSICIAN (within 30 minutes for emergency restraint) Date:__-/__/ Time: 
| Ill. RESTRAINT ORDER (To be done by MD) 

Date: / / Time: £7 Initial Order 7 Renewal Order Date Initiated: fo 

Vital Signs Frequency: min/hrs. 


Type of Restraint to be Initiated: [/1 Limb 2 2 Limbs 
LT Right Wrist {7 Left Wrist L7 Right i Left Ankle | C/Other: (Specify): 


LENGTH OF TIME FOR USE OF RESTRAINTS (Not to exceed 12 hours.) 
O éhrs. 0 4 hrs. OD 8 hrs. O 12hrs [7 Other 

Start Time: End Time: | 
REASON FOR RESTRAINT: Indication: To promote medical healing / prevent 


7 Patient is injuring themselves Q Patient is removing medical device 
7 Patient is removing NG tube Other. 


27 Attending Physician notified: Name: Date: Time: 


| 2 Patient is removing ET tube 27 Patient is agitated which will cause harm in this patient 
*Pre-Existing Medical Conditions Identified: 0 None (0 Yes, Specify: 


*History of sexual abuse: 11 None O Yes, Specify: 
MD Name (PRINT): MD SIGNATURE: 


IV. PHYSICIAN’S PROGRESS REPORT: ( Reason for initial or continuation of restraint order) 


V. (a) EXPLANATION GIVEN TO PATIENT AND/OR SIGNIFICANT OTHER: 
GO YES NO Date: _ / / _ Time: Relation to Patient: 


If No, explain: 
| (b) AOD/ADN ON DUTY NOTIFIED: NAME: DATE: TIME: 


Physician’s Name /!D (PRINT) Physician Signature Date / Time 


Nurse's Name (PRINT) Nurse’s Signature Date / Time 


VI. DISCONTINUING RESTRAINTS: 


Patient Discontinued From Restraints: | [7 Yes (COMPLETE BELOW) LINo (See Renewal Order) 

DATE: / / TIME: / / 

: Reason: [7 Increased Attention Span LTADIe to follow directions LNo «isk for removal of medical devices 
Physician's Name /1D (PRINT) Physician Signature Date / Time 


Nurse’s Name (PRINT) Nurse's Signature Date / Time 
Network 07: 11/04 Harlem: 168: 2/08 Revised 11/13; 10/15; 1/2016 
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Exhibit | Interdisciplinary Integrated Restraint Record Order/Monitoring form for Patients with 
Violent or Self-Destructive behavior, 15 minutes monitoring tool used in general care 
units. 

Exhibit II Interdisciplinary Integrated Restraint Record/Monitoring form for Patients with Non- 
Violent or Non-Self-Destructive Behavior, 30 minutes monitoring frequency. 

Exhibit Ill Behavioral Services Division Post Restraint Debriefing Tool (98 MED/NYSOMH) 

Exhibit VI Hospital Restraint Death Report Worksheet (CMS Form) 
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HOSPITALS Harlem 


Subject: 


STAT Medication for Agitation 


Section: 


Page Of 


Supersedes: Effective: 


1/25/2012 


7/20/2016 


Distribution: Issued By: 


Stuart Aaronson, LCSW-R 


Associate Director, Psychiatry 
Administration 


Director of Psychiatry, 


ridget N, 


MHPNP 


yburn, 


Associate Director, 
Nursing Psychiatry 


PURPOSE: To specify the manner in which dangerously agitated patients can be medicated with urgency 


POLICY: STAT medications will be ordered by the physician when agitated patients pose an imminent threat 
to the safety of themselves or others. 


RELATED PROCEDURES: None 


RESPONSIBLE STAFF: ACTION TO BE PERFORMED: 


RN/LPN 


Physician 


-ldentify agitation (menacing or violent behavior/verbal threats) 
-Administer STAT medication as per physicians’ order 
after administration re-assess the patient 
-In an emergency accept verbal order and read back prior to 
administration 


-Orders Medication stat for agitation 

-May issue verbal orders under extreme conditions 
and then within 30 minutes enter the order in the EMR 
-Evaluate the patient within 30 minutes of medication 
administration 


IF MEDICATION IS ADMINISTERED OVER OBJECTION THE PHYSICIAN JUSTIFIES IMMINENT 
RISK THAT RESULTED IN THE MEDICATION ADMINISTRATION. 


REFERENCE: NONE 


ATTACHMENTS: NONE 


Responsible Staff Name and Title 


Assessment, Treatment, and Aftercare Planning 


NYC 


Hospiracs | JACODI 


[X]Jacobi Medical Center 


LOCATION: JMC DEPARTMENT: BEHAVIORAL HEALTH/INPATIENT 
Subject: Section: 
Inpt 2.02 
Assessment, Treatment, and 
Aftercare Planning Supersedes: Effective: 
9/99 9/95 
Distribution: Revised: 
Inpt Psych 7/04, 8/13 
Reviewed: 
07/03, 10/05, 1/08, 1/11, 7/15, 
2/16 
Prepared by: Approved by: fa — 
M. Popiel, M.D. V. Stanco, AEDZ<=—~ 
Michael Stellman, LCSW-R M. Popiel, MD 
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POLICY: 


The Behavioral Healthcare Services Division recognizes the importance of 
thorough and complete, individualized and culturally sensitive assessment, 
treatment, and aftercare planning to patient mental health and well-being and to 
the success of the treatment and recovery process. The Department is 
committed to insuring that each patient admitted to the inpatient psychiatry 
service receives a competent, timely, and thorough and complete, culturally- 
sensitive, and integrated multidisciplinary individualized assessment, treatment, 
and aftercare plan. 


PROCEDURE: 


A. ASSESSMENT 


le 


Preliminary assessment: The admitting physicianis responsible for 
completing the preliminary assessment which includes psychiatric and 
psychosocial history, admission diagnosis and any other relevant 
information at the time of admission. The admitting physician and nurse 
complete the preliminary Precautions Assessment and Interventions. The 
admitting physician formulates the Preliminary Treatment Plan and is 
responsible for writing the necessary Doctor’s Orders. All patients must 
be on a correct legal status and given written notification of their rights. 


Assessment, Treatment, and Aftercare Planning 


(See CPEP Policies and Procedure Manual for additional information and 
requirements). 


If there is doubt about the inpatient unit’s ability to manage a 
medical/surgical problem, the receiving chief of service should be 
contacted to discuss the appropriateness of the admission and the ability 
of the unit to provide the necessary medical care or to arrange for the 
provision of the necessary care to the patient. If a patient is non-English 
speaking, an attempt should be made to assign that patient to a unit 
where a staff member speaks their native language. 


2. Medical assessment: A complete medical history and_ physical 
examination must be performed in the Emergency Room prior to 
admission. This is to include a record of prior hospitalizations, surgery, 
medications received, allergies, physical and/or sexual abuse, alcohol and 
substance abuse, family medical history, pain screen, and a review of 
systems documenting both positive and negative findings. An evaluation 
of HIV and TB status, exposure, and risk factors is also to be done. The 
physical examination is to include vital signs, height and weight, and a 
neurological examination, as well as an AIMS test. The examination must 
be performed or countersigned by an attending physician. Laboratory 
assessment for all patients admitted to the Inpatient Service includes: 
CBC, chemistry profile, and BHCG for females of child-bearing age. 
EKG’s are performed on all admissions over the age of 40 and in younger 
patients with clinical indications. Other tests should be specially ordered 
and consultations should be requested as clinically indicated (e.g., TFTs, 
LFTs, EEG, CT scans, metabolic monitoring, medication levels). 


Should a patient refuse all or a portion of the physical examination or 
laboratory assessment, chest X-ray or other indicated tests, the physician 
should document those aspects of the evaluation which have been 
completed and place a note describing the patient’s refusal in the medical 
record; continuing attempts to enlist the patient's cooperation should 
likewise be recorded. Physical examination and non-invasive laboratory 
testing, including blood tests can be performed over the patient's 
objections if the treating psychiatrist documents the medical necessity of 
so doing, and the attempts made to enlist the patient’s cooperation. 


3. Psychiatric evaluation: This is initiated in the Psychiatric Emergency Room 
and is completed by the primary clinician/therapist within 72 hours of 
admission. The psychiatric evaluation includes the direct evaluation of 
psychological functions and behavior, mental status examination 
appropriate to the age of the patient and presence or absence of relevant 
signs and symptoms. Psychosocial stressors and a summary of previous 
treatment episodes should be obtained. A history of physical and sexual 
trauma and adjustment will be obtained, including past and current 
physical or sexual abuse both as victim and as perpetrator. 


Assessment, Treatment, and Aftercare Planning 


The assessment will include an evaluation of suicidal/self-destructive 
and/or homicidal/assaultive potential, including a history of past or recent 
behaviors, triggers, responses and outcomes (including physical/medical, 
legal, vocational, social and psychiatric consequences), and past or 
current treatments. The assessment will include an evaluation of 
substance use and/or abuse, which includes a history of past and current 
use of alcohol and other drugs, including age of onset, duration, patterns, 
circumstances, triggers and consequences of use; a history of past and 
current physical/medical and legal problems associated with use; a history 
of past or current treatments, including self-help groups (e.g., AA, NA), 
and an evaluation of patient's acknowledgment and insight into his 
substance abuse and its consequences. 


The Psychiatric Assessment also contains the Psycho-educational Needs 
Assessment, which includes reference to such learning barriers as 
linguistic, cognitive, cultural, audio or visual, physical and emotional 
factors, and a family psychiatric and substance abuse history are 
obtained. 


If the psychiatric evaluation is performed by a staff psychologist or social 
worker acting as the primary therapist/clinician, it must be countersigned 
by an attending psychiatrist. 


4. Nursing Assessment: This assessment of the patient's health and 
behavioral status and nursing needs is to be completed by nursing staff 
within 24 hours of admission. This assessment contains a functional 
screen, nutritional screen, a pain screen, obstructive sleep apnea screen, 
falls risk, violence risk and Advanced Behavioral Directives. Pain is 
addressed according to the hospital policy. 


5. Social Work Assessment: Is initiated in the Emergency Room and is 
completed by the inpatient social worker within 72 hours of admission. It is 
to include an evaluation of the patient’s relationships within the structure of 
the family, peer group, social and institutional settings and the community 
at large. Current living situation, support systems and resources and 
financial arrangements are to be_ evaluated. Ethnic, cultural, 
spiritual/religious factors relevant to the patient’s well-being and treatment 
should be documented; the latter are particularly important in the 
treatment of individuals with substance abuse disorders for whom referral 
to a 12 step program may be appropriate. 


6. Therapeutic Activities Assessment: This is completed by the activities 
therapist within 72 hours of admission. It is to include a vocational, 
educational, recreational, social and spiritual orientation assessment, with 
a particular focus on the patient’s strengths and difficulties in functioning 
prior to admission. 
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It is the responsibility of the primary therapist and the treatment team to 
review these assessments and utilize themin planning the patient’s 
treatment and instituting aftercare plans. 


The patient and his/her family should be invited and encouraged to 
participate in this assessment, treatment, and aftercare planning process 
to the extent clinically indicated. This participation should be documented 
in the treatment plan. 


B. TREATMENT, DISCHARGE AND AFTERCARE PLANNING 
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The multidisciplinary team consists of members of the following 
disciplines: Psychiatry, Psychology, Social Work, Activities Therapy, and 
Nursing. 


The Multidisciplinary Comprehensive Treatment Plan must be initiated 
within 72 hours of admission and must by that point in time delineate the 
patient’s diagnoses according to the current APA Diagnostic and 
Statistical Manual, his major psychiatric and medical problems, and the 
treatment planned to address them, as well as the minimal requirements 
for discharge. Where multiple symptoms are due to a single problem, they 
should be aggregated as a single problem. A description of the patient’s 
strengths, and of patient and family participation in treatment and aftercare 
plans must be entered. The treatment planned is to be specific, and is to 
include the interventions directed toward particular problems, the staff 
assigned to perform the intervention, and the short term objectives and the 
expected dates of achievement pertinent to each problem, and associated 
long term goals. 


Short term objectives are those objectives that can realistically be 
achieved while the patient is in the hospital. All objectives should be 
specific and measurable. They should reflect outcomes achievable within 
this hospitalization. Long term goals refer to goals that generally cannot be 
achieved within the period of hospitalization, and that reflect maximal 
remission of symptoms. Long term goals generally include those relative 
to discharge and aftercare planning, and should be specific and 
measurable as well as realistic. 


By the close of the fifth day, the Comprehensive Treatment Plan must be 
completed, with documentation of the patient’s pertinent psychiatric, 
medical, financial, social, and psycho-educational needs, including those 
relevant to aftercare, the multidisciplinary approach chosen to remedy 
these needs, including delineated interventions, long term goals, and short 
term measurable objectives, and signed by staff of all disciplines who 
participated in the treatment planning process. For patients who are to be 
discharged before the third day, a Comprehensive Treatment Plan is not 
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required. Each staff member participating in the development of the 
Comprehensive Treatment Plan shall review and sign the plan. 


When an objective is accomplished, it should be reflected in the progress 
notes. 


The patient's observation status, and alerts and precautions, are reviewed 
at minimum weekly, and revised and updated whenever clinically 
indicated. 


The Treatment Plan for each patient and their progress is REVIEWED by 
the Multidisciplinary team every seven days after the completion of the 
multidisciplinary treatment plan, and documented in the patient's record 
(see attached Weekly Treatment Plan Review). These updates should be 
indexed to the pertinent CTP problem number, and document medical 
necessity. 


The Multidisciplinary Treatment Plan must be UPDATED no later than 
forty (40) days following admission, and every sixty (60) days thereafter. 
Revision of the treatment plan must also occur as a new problem 
becomes the focus of treatment or when aftercare plans are altered. 
Updates should be written on new forms with problems and goals 
numbered in accordance with previous treatment plans. 


Patient’s discharge plans are to involve patient and family participation as 
is feasible. All patients referred for aftercare are to be given specific 
locations, dates, times, contact persons, and telephone numbers of their 
initial appointment, unless there is a specific reason this is impossible, 
which is to be documented in written instructions given to the patient at 
discharge and in the patient's discharge summary which becomes part of 
the patient's medical record. Aftercare residential plans are to provide 
specific housing arrangements unless the patient declines to participate in 
the discharge planning process, or is being transferred to an alternate 
facility upon discharge. 


A discharge summary is completed by the attending psychiatrist on all 
discharged patients at the time of discharge.. This is to include: principal 
diagnosis, secondary diagnosis, diagnostic code numbers, course of 
treatment, mental status at discharge, discharge medication/doses, dietary 
and physical activity limitations, other instructions to patient/family, and 
specific aftercare referrals. The social worker is to complete a similar form 
providing additional information regarding pertinent post-discharge 
residential and financial arrangements, and whether or not the patient is 
agreeable to post-discharge follow-up. 


A copy of the summary is to be forwarded by the social worker by fax or 
mail to the patient’s aftercare provider upon discharge, when that provider 
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is part of the unified provider network of state licensed programs, or in 
other instances, by the patient’s written consent. 


12. Post-discharge follow-up aftercare/outreach efforts are provided as 
described in Post-discharge Follow-up Program Policy. 
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POLICY: IM MEDICATION POLICY FOR THE ACUTELY ANXIOUS, AGITATED AND 


VIOLENT PATIENT 


The medication of patients in the CPEP is always preceded by a thorough assessment of the 


patient by a CPEP physician. The physician along with the clinical team will assess whether or 
not less restrictive treatment alternatives, i.e. behavioral or verbal techniques or PO medications 
are feasible. If these less restrictive alternatives have failed or are insufficient to maintain safety, 


IM STAT medication will be ordered and administered. PRN intramuscular orders are not 


permitted. When clinically feasible, medications are not ordered unless a physical assessment is 
performed, including, vital signs and a brief medical history. The physician will review a patient's 
current medications and consider medication treatment with these agents as Clinically indicated. 


These interventions will be included in the documentation of a progress note written by the 
physician each time a CPEP patient receives medication. 


Patient receiving stat IM psychotropic medication in the CPEP are to be monitored within 30-60 
minutes subsequent to the stat psychotropic medication administration. Nursing staff must record 


the patient's vital signs, assess the patient’s condition, and alert the physician to pertinent 


findings. 
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POLICY: PSYCHIATRIC EMERGENCY 


If a patient becomes extremely agitated, suicidal, homicidal, or psychotic to the 
point of being dangerous to himself or others while in the CATC, all efforts will be 
made in the setting of the CATC to reestablish safety and the patient's clinical 
baseline, utilizing staff intervention, interviews, medication, and providing a quiet 
area for the patient. If this is insufficient, the patient will be escorted by staff 
and/or security to the Psychiatric Emergency Room for further crisis intervention. 
Any non-M.D. primary therapist will include the treating psychiatrist in the 
discussion to bring the patient to the Psych ER and the treating psychiatrist will 
communicate the assessment and plan to the psychiatrist at the Psych ER. If 
admission to an inpatient unit is needed, this will be arranged by the Emergency 


Room staff. 


Following inpatient care and release, the patient is eligible for readmission to the 
CATC. 


GUIDELINES FOR TRANSPORTING A PATIENT TO THE PSYCHIATRIC 
EMERGENCY ROOM 


PSYCHIATRIC EMERGENCY 


Hospital Police is to be contacted via, extension 3-5667, and the patient will be 
brought by security to the Psychiatric Emergency Room. CATC clinical staff will 
accompany the patient to the ER, unless the patient has been threatening 
towards staff. In this case CATC staff will meet the Hospital Police and patient at 


the Emergency Room. 
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A. PRINCIPLES REGARDING SECLUSION AND RESTRAINT 


Seclusion and behavioral restraints are reserved for the management of 
dangerous behaviors not safely controlled by less restrictive alternatives 
including such interventions that have been identified in the patients’ behavioral 
management/personal safety plan. The physician is to select the measure best 
suited to address the dangerous behavior while taking into consideration the 
patient's expressed preference. Less restrictive measures include verbal de- 
escalation, engagement in activities, time-out in the patient's bedroom, and 
psychotropic medications. Clinical conditions for which seclusion or behavioral 
restraint may be appropriate include all psychiatric conditions in which threats or 
displays of aggressive behavior result in dangerousness to self or others. 


Medical restraints are used to prevent a patient from injuring themselves or 
interrupting a therapeutic intervention by virtue of mental impairment resulting 
from a medical condition. 


This policy does not condone the use of seclusion or restraint in order to prevent 
a patient from wandering or from safely walking about the premises, or for the 
convenience of staff. Neither seclusion nor restraints are permitted to be 
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employed as coercion, discipline, punishment, or as a substitute for treatment 
programs. 


The use of restraint and seclusion should be avoided in so far as possible, given 
their potential for serious physical and psychological consequences. We support 
the rights of patients to participate in treatment decisions whenever possible. At 
the time of admission, patients are asked for their preferences regarding how 
they would wish staff to respond should they display dangerous behaviors; staff 
shall take such preferences into consideration when selecting interventions. 


Our Division’s Performance Improvement activities support the elimination of all 
inappropriately used restraint and seclusion, and support patient rights and 
dignity during every phase of care. 


B. DEFINITIONS AND OVERVIEW 


Restraint consists of any physical, mechanical or manual restriction of the 
patient's ability to freely move, utilized to protect the patient or others from injury. 
Regulations distinguish between medical and behavioral restraints. 


Approved behavioral restraint devices include wrist and ankle restraints with or 
without a loosely applied chest belt and, in certain circumstances, geriatric 
chairs. If a geriatric chair is used to limit the mobility of an agitated patient, it is 
considered a behavioral restraint. In children, the use of soft wrist restraints is 
permitted. The use of lockable restraints (hand cuffs, ankle to ankle restraints) is 
prohibited. In the CPEP, patients under continuing NYPD custody are subject to 
the authority of the NYPD, who may elect to use handcuffs; for patients who are 
not under continuing NYPD custody, handcuffs are to be removed by NYPD as 
soon as possible. 


Approved medical restraint devices include vest restraints, "lap buddies,” 
geriatric chairs, merry walkers (in some circumstances) and entirely up- 
positioned bed rails. Merry walkers (rolling walking chairs) are used to enhance 
mobility in persons otherwise unable to walk independently; although they 
enhance rather than restrict mobility. If a patient is unable to extricate himself 
from the device, it is considered a medical restraint. Geriatric chairs are medical 
restraints when they are used to prevent patients from falling and inadvertently 
injuring themselves; when they are used simply for purposes of patient comfort, 
they are not considered restraints. 


The application of force to physically hold a patient, in order to administer a 
medication against the patient's wishes, is considered a restraint. (see J.) 
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None of the Division’s approved mechanical restraint devices may be modified or 
altered by staff in any way. 


Chemical restraints are not utilized by this Division; they consist of the use of 
psychoactive medications to restrict behavior or freedom of movement and is not 
a standard treatment or dosage for the patient's condition. Psychoactive 
medications prescribed as a part of a patient’s standard medical or psychiatric 
treatment, and are administered within the standard dosage for the patient’s 
condition, and are expected to enable the patient to more effectively or 
appropriately function in the world around them than would be possible without 
the use of the medications, would not be considered chemical restraints. 


Seclusion is the involuntary confinement, under continuous observation, of a 
patient alone in a room from which the patient is physically prevented from 
leaving. Each inpatient psychiatry unit contains one or more clearly defined 
locations specifically designated for the safe seclusion of patients. It is prohibited 
to seclude a patient with a solediagnosis of mental retardation or other 
developmental disability. This does not preclude the seclusion of mentally 
retarded or developmentally disabled individuals suffering from concurrent 
psychiatric illnesses and whose dangerousness requires seclusion for reasons of 
safety. 


If a patient is restricted to a room alone and staff are physically intervening to 
prevent the patient from leaving the room or giving the perception that threatens 
the patient with physical intervention if the patient attempts to leave the room, the 
room is considered locked whether the door is actually locked or not. In this 
situation, the patient is being secluded. 


Simultaneous use of restraint and seclusion is not permitted. An individual who is 
physically restrained alone in the room is not necessarily being simultaneously 
secluded as long as the patient would, in the absence of the physical restraint, 
be able to voluntarily leave the room. Therefore having a staff member 
monitoring a patient while a patient is restraint, would not be considered a 
seclusion. 


C. INITIATION AND RENEWAL OF RESTRAINT AND SECLUSION 


Orders initiating or renewing seclusion, behavioral restraints, or medical 
restraints may be written only by a physician who has conducted a face to face 
evaluation of the patient's physical and behavioral status and has found that less 
restrictive measures have failed or are insufficient to maintain safety; PRN orders 
are not permitted. In emergency situations in which a physician is not 
immediately available, a nurse may initiate seclusion or restraint without a 
physician’s order, so long as the physician is summoned immediately (see 
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Section G below). Orders must be time limited and may not exceed 24 hours for 
medical restraints, two hours for behavioral restraints/seclusion in adults, one 
hour for children and adolescents 9 - 17 years of age and thirty minutes for 
patients under age 9. 


The assessment is to be conducted and the order written by the patient's treating 
psychiatrist whenever possible. In those cases in which the restraint or seclusion 
is ordered by other than the patient's treating physician, the treating psychiatrist 
must be consulted as soon as possible. In this context, attending psychiatrists 
assigned to inpatient service during evening, nighttime, and weekend periods are 
considered to be among the patient’s treating psychiatrists. In such instances, 
the patient’s primary psychiatrist is to be apprised of the seclusion or restraint by 
means of an electronic or in-person hand-off. 


A patient may only be placed in restraint or seclusion by, or under the 
supervision, of a registered nurse or a psychiatrist. The Head Nurse/Charge 
Nurse or designee is to determine whether there is sufficient staff to safely place 
a patient in restraint or seclusion. When clinical staff needs assistance with the 
application of restraints, Hospital Police may be requested to provide necessary 
assistance to prevent injury to the patient or others. Hospital Police does not 
apply restraints but will assist in holding and will only assist under direct clinical 
supervision. 


The Head Nurse/Charge Nurse or designee, who is supervising Hospital Police 
involvement in a restraint or seclusion episode, must perform that supervisory 
role within arm’s length distance from the patient. 


D. LOCATION OF PATIENTS IN RESTRAINT 


Every patient’s right to privacy, confidentiality, respect, and human dignity must 
be assured at all times. Restrained patients must be placed in a protected 
environment away from potentially violent or provocative patients or visitors, 
preferably in an area of decreased stimulation as clinically indicated. 


E. TRAINING AND COMPETENCIES 


The Behavioral Healthcare Division conducts regular training sessions in crisis 
management and in seclusion and restraint policies and techniques, in order to 
assure the competency of all who participate in the care and management of 
patients in restraint or seclusion, and in order to support a team approach for the 
application of these measures. 
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The Division fosters a culture that emphasizes prevention, the use of less 
restrictive alternatives, and the reservation of seclusion and restraint only for 
those instances in which lesser measures have failed. The program reviews 
relevant principles of first aid, cardiopulmonary resuscitation, and emergency 
medical services; staff receives additional BCLS or higher levels of training 
elsewhere in their in-service training. Hospital Police are trained alongside 
Behavioral Healthcare Division staff in restraint and seclusion policy and 
practices. 


F. RESPONSIBILITIES OF THE PSYCHIATRIST 


For all instances of restraint or seclusion, the psychiatrist must document the 
following in the medical record: 


1. that there is no medical or psychiatric contraindication to the measure 
which is being ordered, based on a review of the patient's psychiatric and 
medical status; 

2. evidence of attempts to use other less restrictive interventions to assist the 
patient in regaining an acceptable level of control over his/her actions prior 
to the initiation of restraint or seclusion. 

3. modification of the patient's plan of care as appropriate. 


The psychiatrist's order for medical restraint must include: 


date 

starting and ending times, limited to a maximum of 24 hours 

type of restraint 

Clinical justification for use, including that less restrictive measures were 
insufficient 

5. nursing monitoring frequency 


ON = 


The psychiatrist's order for behavioral restraint must include: 


1. date 

2. starting and ending times, limited to a maximum of 2 hours for adults, 1 
hour for patients 9 - 17 years of age and 30 minutes for children under age 
9. 

3. type of restraint 

4. clinical justification for use, including that less restrictive measures were 
insufficient 

5. one-to-one nursing observation 

6. standing non-psychotropic medication orders are to be maintained as 
written. Standing psychotropic meds are to be discontinued upon initiation 
of restraint and resumed after cessation of restraint; single stat orders are 
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to be written for psychotropic medication during restraint as appropriate to 


the patient’s condition. 
7. Criteria for early release. 


The psychiatrist's order for seclusion must include: 


—_ 


. date 

2. Clinical justification for use, including that less restrictive measures were 
insufficient 

3. times of initiation and termination, limited to a maximum of 2 hours for 
adults, 1 hour for patients 9 - 17 years of age and 30 minutes for children 
under age 9. 

4. one-to-one nursing observation. 

5. standing non-psychotropic medication orders are to be maintained as 
written. Standing psychotropic meds are to be discontinued upon initiation 
of restraint and resumed after cessation of restraint; single stat orders are 
to be written for psychotropic medication during restraint as appropriate to 
the patient’s condition 

6. Criteria for early release 


When an order for seclusion or restraint expires, continuation of restraint or 
seclusion requires a new face-to-face assessment, order and progress note as 
described above. No exception is to be made for a sleeping patient, who is to be 
awakened and returned to their bedroom. 


G. INITIATION OF SECLUSION WITHOUT AN MD ORDER 


In an emergency situation where the patient is engaged in an activity that 
presents an immediate danger to themselves or others and a psychiatrist is not 
immediately available, seclusion or restraint may be initiated at the initiative of 
and under the direct supervision of a registered nurse, who must document the 
rationale for the measure. A psychiatrist must be immediately summoned. 
Patients placed in seclusion pending the psychiatrist's order must be assessed 
and continuously monitored until the physician arrives. 


In the event that the psychiatrist normally responsible to respond to JMC or NCB 
inpatient service emergencies is unavailable, the back-up psychiatrist will be 
called. The psychiatrist on duty in the JMC Psychiatry ER will serve as the back- 
up psychiatrist for the JMC inpatient service, while the psychiatrist covering the 
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JMC inpatient service will serve as the back-up psychiatrist for the NCB inpatient 
service. 


The psychiatrist arriving later than the requisite 30 minutes after initiation of the 
measure must document in the clinical record the reason(s) for his lateness. The 
RN in charge must notify the clinical supervisor, Director of Nursing, Assistant 
Director of Nursing, or designee of the delay in response and must record the 
following in the clinical record: 


the reported reason for the delay; 

description of the facts justifying the need for emergency seclusion; 
reasons for maintaining the seclusion until the arrival of the psychiatrist; 
those less restrictive alternatives that were used and considered 
inadequate; and steps taken to assure that the patient's needs, comforts, 
and safety were properly addressed. 


ON 


Under no circumstances is a patient to be kept in seclusion without a physician's 
order longer than one hour. If the registered nurse is unable to secure a written 
physician’s order for seclusion or restraint within one hour of application, the 
patient is to be released. 


Upon arrival, but in no event later than 1 hour after the initiation of the 
intervention, such physician must immediately conduct a_ face-to-face 
examination of the patient; evaluate the patient's immediate situation; the 
patient's reaction to the intervention; the patient's medical and behavioral 
condition; and the need to continue or terminate the restraint or seclusion 


H. RESPONSIBILITIES OF NURSING 


Prior to seclusion or restraint the patient must be searched for objects that may 
pose a danger to the patient such as glasses, belts, shoes, jewelry, sharp 
objects, etc. Prior to seclusion, the seclusion room must also be searched for 
objects that may pose a danger to the patient. When possible, the patient must 
be placed in pajamas and have no other items at their disposal. A patient must 
never be placed in seclusion or restraint in a nude or semi-nude state. 


Staff members who initiate and terminate restraint or seclusion orders must be 
specifically trained and deemed competent to do so. At least two staff members, 
one of whom must be a registered nurse, should be present at the time of the 
initiation of seclusion. The Head Nurse/Charge Nurse or designee, will direct the 
process of restraining or secluding a patient in accordance with safe and 
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appropriate techniques. The nursing supervisor, ADN, or designee must be 
informed as soon as a patient is placed in restraint or seclusion. 


A patient that inadvertently ends up in a face down position during a behavioral 
management intervention will be immediately repositioned to avoid airway 
compression. 


All patients in seclusion or behavioral restraints must be maintained under 
continuous monitoring. Documentation is performed at 15 minute intervals, more 
frequently if the patient's condition so dictates, by members of the nursing staff 
who are trained and competent to do so. At one hour intervals a registered nurse 
must perform documentation and reassessment. 


For all forms of medical restraints, the patient must be on close or constant 
observation. Documentation is to be performed at 15 minute intervals, more 
frequently if the patient's condition so dictates, by members of the nursing staff 
who are trained and competent to do so. The registered nurse must document in 
the electronic medical record every 4 hours. 


Medical limb restraints must be released every two hours, one at a time, for at 
least five minutes each. A two-finger check for any limb restraint, whether 
behavioral or medical, must be administered when the restraint is applied or 
reapplied. For patients under age 18, each limb must be released every hour. 


Indications for removal of restraint shall include improvement in the patient's 
condition allowing him to be managed by less restrictive forms of care, or the 
appearance of medical problems contraindicating continued restraint. Nursing 
staff is to be especially alert to the development of medical complications 
resulting from the restraint itself. Should any of these indications for 
discontinuation of restraint be present, the patient is to be released from restraint 
prior to the expiration of the order, at which point the registered nurse must 
inform the psychiatrist, and document the reasons for release and adherence to 
the post-restraint protocol in the medical record. Restraint or seclusion must not 
be maintained for longer than is clinically required. A registered nurse may 
release a patient from restraint or seclusion prior to the order's expiration time if 
the patient's condition allows. If a patient is released from restraint or seclusion 
prior to the expiration of an order and the patient exhibits the threat of serious 
harm to self or others, a new order would be required. Staff cannot discontinue a 
restraint or seclusion intervention, and then re-start it under the same order. 


A temporary, directly — supervised release, that occurs for the purpose of caring 
for a patient’s needs (e.g., toileting, feeding, range of motion exercise) is not 
considered a discontinuation of the restraint or seclusion intervention. 


In situations in which medical signs and/or symptoms have appeared, 
appropriate action is to be immediately effectuated. 
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|. NURSING DOCUMENTATION 


For medical/surgical restraints: at the time of initiation of medical/surgical 
restraint the registered nurse must document the following in the medical record: 


1. date and time 
2. type of restraint 
3. reason for measure 


At the time of termination of medical/surgical restraint the registered nurse must 
document the following in the medical record: 


1. date and time 
2. any changes in patient's physical condition 


For seclusion/behavioral restraints: 


At the time of initiation of seclusion/ behavioral restraint the RN must document 
the following in the medical record: 


date and time, 

review of advanced behavioral directives 

intervention (either seclusion or specific restraints used) 
behavior that led to seclusion or restraint 

reason for seclusion or restraint as explained to the patient 
criteria for release as was explained to the patient 

less restrictive measures attempted 

search of patient 

. search of seclusion room (for seclusion only) 

10. Two (2) finger check (for restraint only) 

11. initial vital signs (if unable to perform, document reason) 
12.signs of injury associated with the measure 

13. range of motion (for restraint only) 

14. offer of nutrition and hydration 

15. offer of toilet use/personal hygiene 

16. patient’s physical comfort 

17.patient’s psychological comfort/status 

18. patient's behavior 

19.measures offered to patient to assist in regaining control 
20.criteria for release form seclusion/restraints 


OMONAARWNo 


Every 15 minutes, nursing staff must document the following: 


1. vital signs (if unable to perform, document reason) 
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signs of injury associated with the measure 

range of motion (for restraint only) 

offer of nutrition and hydration 

offer of toilet use/personal hygiene 

patient's physical comfort 

patient's psychological comfort/status 

patient's behavior 

measures offered to patient to assist in regaining control 
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Every one (1) hour the RN must document the following: 


vital signs 

signs of injury associated with the measure 

range of motion performed (for restraint only) 

offer of nutrition and hydration 

offer of toilet use/personal hygiene 

patient's physical comfort 

patient’s psychological comfort/status 

patient's behavior 

measures Offered to patient to assist in regaining control 
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At the termination of each seclusion/restraint episode the RN must document: 


duration of episode 

date and time released 

M.D. notified of patient's release 

medications given at release 

observation level 

instructions given to patient at release 

patient’s understanding/perception of seclusion/restraint episode 
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The psychiatrist must be notified if the secluded/restrained patient exhibits any 
changes in vital signs or other clinical parameters including temperature, blood 
pressure, pulse rate/heart rate, respiration, and mental status. 


The nurse in charge at the time of termination of each seclusion/ behavioral 
restraint episode will conduct a post-seclusion/post-restraint debriefing session, 
with other clinical staff participating as available and appropriate. 


J. Manual Holds 


A manual hold consists of any physical or manual contact with the patient over 
their objection for a brief period of less than 5 minutes in order to control, guide 
or restrict their free movement for their and others’ safety. Manual holds are 
employed for purposes of administering medications, drawing bloods, 
transporting the patient, or other therapeutic interventions. 
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A manual hold may only be initiated pursuant to a physician's order, which must 
specify the purpose for the hold. The manual hold can only be administered by 
designated hospital staff, and can only be for a brief period of time not to exceed 
5 minutes maximum. The charge nurse is responsible to oversee the appropriate 
implementation of the physician’s order for the manual hold. The ordering 
physician and the charge nurse (or assigned nurse) are required to document the 
ordering and implementation of the manual hold in a progress note in the 
patient’s chart, and in the unit Seclusion/restraint log book. 


The Inpatientand CPEP Directors are responsible to monitor and 
oversee appropriate ordering and implementation of manual holds in 
conformance with departmental policy on their services. 


K. INFECTION CONTROL 


The following protocol to limit the risk of infection when using restraints has been 
adopted. 


1. Nursing staff will document the condition of the patient's skin in the 
areas where restraints are applied. 

2. When the restraints are removed nursing staff will again document the 
condition of the patient's skin. 

3. Soiled restraints are disposed of 

4. Restraints are washed after each use 


L. PATIENT AND FAMILY EDUCATION 


At the time of admission, nursing staff assesses the patient's "Advanced 
Behavioral Directives". This assessment includes whether the patient has a 
preference for seclusion or restraint if the need to control dangerous behavior 
arises, an assessment of whether or not there are factors that would preclude the 
use of seclusion or restraint (e.g. sexual abuse history as a contraindication to 
the use of restraints), and identification of the patient's preferred calming 
measures. 


The Division endorses psycho-education as a valuable method of preventing 
episodes of seclusion/restraint through the development of effective means of 
behavioral self-control. Psycho-education is an important component of the 
treatment planning process and is addressed by appropriate goals, objectives 
and interventions. Patient preferences for specific interventions are taken into 
consideration when responding to emerging behavioral crises. 
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Patients and their families (with the patient's consent) are informed of episodes 
of restraint or seclusion, and are helped to understand the reasons for the action 
and are afforded the opportunity to be active participants in the treatment 
process. Post-episode debriefing is valuable in reducing the recurrent use of 
restraint and seclusion, by assisting the patient to understand and control 
dangerous behaviors, and to help in ameliorating any harmful psychological 
consequences resulting from seclusion and restraint measures. Therefore, the 
patient and, when appropriate, the patient's family (with the patient's consent), 
participate with staff in a debriefing about each episode of restraint or seclusion. 


The debriefing occurs at the time of termination of seclusion or restraint; if this 
cannot be done (e.g. if patient refuses or is clinically unable), then the reason 
must be documented in the patient's chart and an additional attempt to debrief 
must be made and documented within 24 hours. A written account of each 
debriefing is recorded upon completion of the session; a copy is retained by the 
Department administration, and is used in performance improvement activities. 
The debriefing consists of a collaborative effort by patients and staff to identify 
what events led to the incident and how matters could have been handled 
differently; to ascertain that the patient's physical well-being, psychological 
comfort, and right to privacy were addressed; and to counsel the patient 
regarding any psychological trauma that may have resulted from the incident; 
and when indicated, to modify the patient's treatment plan. 


The debriefing session is conducted by the unit nurse in charge at the time of 
termination of seclusion or restraint, along with other clinical staff as appropriate. 
The session is documented by the nurse on the debriefing section of the 
Seclusion/Restraint form. If the patient refuses to participate in a debriefing 
session at the time, the nurse documents the patient’s refusal and the reason 
given in the patient's chart, and signs out to the next shift to conduct the 
debriefing session with the patient. 


M. RESTRAINT OF PATIENTS RECEIVING PSYCHIATRIC 
CONSULTATIVE SERVICES WHILE ON A GENERAL CARE SERVICE 


When a patient on a general care service requires the application of emergency 
restraints because of agitation or are potentially dangerous to self or others, the 
situation is subject to the policies, rules, and regulations outlined above insofar 
as the timing, time limitations, and content of the order. Adherence to these 
provisions is the responsibility of the patient's primary physician, not the 
psychiatric consultant. When a general care patient requires restraint for 
reasons other than agitation or potentially dangerousness to self or others, the 
"medical condition" standards, and attendant policies, rules, and regulations 
govern the provision of restraint, regardless of the existence of a psychiatric 
diagnosis. 
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N. REPORTING 


The Departmental Chairperson, through the Directors of the JMC and NCB, 
retains a record of all episodes of seclusion or restraint. The Departmental 
Chairperson or designee is informed of any instance in which an individual 
remains in restraint or seclusion for more than 6 hours (three consecutive 
orders), or experiences 2 or more separate episodes of restraint or seclusion of 
any duration within 6 hours. Thereafter, the leadership is notified every 24 hours 
if either of the above conditions continues. 


Seclusion/restraint required beyond the identified durations or the occurrence of 
any untoward complications, must be reported immediately to the Nurse 
Supervisor or designee and Unit Chief or designee. Any violations or deviations 
of the procedures described herein shall be reported to the Departmental 
Chairperson who is responsible to investigate or to designate appropriate 
administrative staff to investigate such incidents. 


A log of all episodes of seclusion/restraint is maintained which includes the 
following: 


Patient name 

Medical record number 

Gender 

Age 

Inpatient unit 

Date of admission 

Date and time the seclusion/restraint was initiated 

Shift/tour seclusion/restraint was initiated 

Day of the week seclusion/restraint was initiated 

10. Name of the psychiatrist ordering the seclusion/restraint 

11.Name of the nurse if patient is secluded or restrained prior to MD order 
12.Reason for measure 

13.Patient's wishes as expressed in the advanced behavioral directive 
14. Type of restraint used 

15.Use of medications prior to and during the seclusion/restraint episode 
16.Whether injuries were sustained by the patient or staff 

17. Time that the seclusion/restraint was terminated 


CONOARWN= 


This data is aggregated and interpreted as part of the Division's PI activities. 
Attention is specifically paid to: multiple instances of restraint or seclusion within 
a 6 hour period, three consecutive orders, number of episodes per client, 
instances of restraint or seclusion extending beyond 6 consecutive hours, and 
use of psychoactive medications as alternatives to restraint or seclusion. 
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Pursuant to Part 482.13(g) of the CMS Conditions of Participation for Hospitals, 
the hospital must report deaths associated with the use of seclusion or restraint. 


Av The hospital must report the following information to CMS/OMH and 

Justice Center: 

1. Each death that occurs while a patient is in restraint or seclusion. 

2. Each death that occurs within 24 hours after the patient has been 
removed from seclusion or restraint. 

3. Each death known to the hospital that occurs within 1 week after 
restraint or seclusion where it is reasonable to assume that the use 
of restraint or placement in seclusion contributed directly or 
indirectly to a patient's death. “Reasonable to assume” in this 
context includes, but is not limited to, deaths related to restrictions 
of movement for prolonged periods of time, or death related to 
chest compression, restriction of breathing or asphyxiation. 


2 Each death referenced in this section must be reported to by telephone 
no later than the close of business the next business day following 
knowledge of the patient's death. 


3: Staff must document in the patient’s medical record the date and time 
the death was reported. 


O. ADMINISTRATION 


The Department Chairperson and Service Line Director of the Behavioral 
Healthcare Division are responsible for ensuring that the restraint and seclusion 
policy is reviewed and, revised when necessary on the basis of new regulatory 
requirements, but in any case at least every two (2) years to ensure compliance 
with statutes, and the requirements of regulatory and accreditation agencies. 


The Behavioral Healthcare Division's Performance Improvement Program 
regularly monitors and reviews the appropriateness of the use of restraint and 
seclusion. This process includes a review of all episodes where 
patients/residents have been restrained or secluded, with special attention to 
patient complaints, patient and staff injuries, unusual patterns of usage, and 
aggregate data analysis. The data support Divisional efforts to limit the use of 
restraint and seclusion in the organization, and to minimize adverse associated 
consequences. 
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I. POLICY STATEMENT: 


It is the policy of Kings County Hospital Center (KCHC) Behavioral Health 
Services (BHS) that all patients, family members, visitors and staff be provided 
with a safe and humane therapeutic environment and be protected from harm. 
BHS will implement best practices with the aim of properly assessing, managing 
and treating potential or actual violence within the hospital setting. To that end, 
all patients evaluated in the Comprehensive Psychiatric Emergency Program 
(CPEP): Emergency Room (ER) & Extended Observation Unit (EOU) and upon 
admission to the Psychiatry Inpatient Services will receive an accurate, complete 
and timely assessment for risk of aggression and/or violence as part of their 
comprehensive clinical assessment. 


ll. PURPOSE: 
To establish guidelines for the recognition, prevention, management and 
treatment of potential or actual violence in all patients evaluated in the CPEP: ER 
& EOU, and admitted to the PIS; and to establish a practice whereby these 
findings are integrated into routine assessments, re-assessments and treatment 
plans. 


lll. SCOPE: 
This policy applies to all patients in the CPEP: ER & EOU and on the PIS. 


IV. DEFINITIONS: 
Violence can be defined as the application of severe force, either physical or 
emotional, usually exerted to damage or otherwise abuse something or 
someone. 
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Vi. 


Aggression is considered a domineering, forceful, or assaultive verbal or 
physical action intended to hurt something or someone. 


Given that every recipient of care is unique and responds differently to different 
stressors, all clinical assessments must consider the individual's relationship to 
and experience with and potential for aggression and/or violence. 


RESPONSIBILITY: 
All interdisciplinary team members are responsible for the implementation of this 


policy. 
PROCEDURE: 


. PREVENTION 


1. Environment 
Staff will orient patients to the physical space upon arrival to CPEP or the PIS 
in an effort to minimize anxiety, confusion and/or fear. 


2. Relationship with Clients 
All clinical staff will be trained in and capable of active listening, problem 
solving, and crisis de-escalation. 


. CLINICAL ASSESSMENT 


All patients admitted to CPEP: ER and EOU and the PIS will receive a timely and 
comprehensive interdisciplinary assessment which will include an assessment of 
aggression and violence risk. This assessment is a process and not a single 
event, looking to identify risk factors, prevent and contain behaviors of risk, and 
inform treatment planning to include targeted goals, objectives and interventions, 
both short and longer term. The process begins with screening during triage in 
CPEP, continues with structured observations by nursing staff informing an 
assessment by the psychiatrist in CPEP, and is then handed off to continue in 
the PIS 


1. Initial assessment of aggression and violence risk - TRIAGE 
e Upon entering the CPEP, after registration and an initial search, the 
patients is directed to the Triage Nurse who completes the following within 
30 minutes of arrival: the Crisis Triage Rating Scale (CTRS), Vital Signs, 
Pulse Oximetry, Symptoms & Conditions Review, and Adult Brief 
Cognitive Triage Screening Tool or equivalent child screening tool. If the 
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patient's rating is suggestive of high risk, recipients of care are categorized 
category A, (high risk), and a psychiatrist is alerted to the triage findings. 


e If at any time a Recipient of Care initially presents with signs (reported or 
observed) of imminent risk of violence or self-harm, then they will be seen 
by a CPEP psychiatrist summoned overhead to intervene. A Code 
Orange may be called if warranted. 


e The nurse in triage will ask the patients for their presenting complaint. If it 
includes homicidal ideation, or if the patients presents with prominent 
signs of aggressive agitation, this will inform the assignment of an 
appropriate triage category 

2. Nursing Assessment: 

For adult patients presenting with aggressive behavior the Nursing 

Assessment in CPEP: ER and PIS will include the Broset Violence Checklist 

(BVC). This tool provides decision support in assigning risk categories. The 

BVC is a standardized and validated tool used to help predict violent behavior 

in the next twenty-four (24) hours 


e HIGH RISK: A score of 3 or more requires immediate notification of the 
Psychiatrist who will do a full clinical assessment of the behavior within 30 
minutes. The patients will be placed on appropriate level of observation 
pending the assessment of the attending 

e LOWRISK: A score of 2 or less requires no special precautions before full 
assessment is done. 

e The RN will notify the psychiatrist of all patients with a HIGH risk and 
document such in their note. 


3. Ongoing assessment and management of aggression and violence risk 
The psychiatrist in CPEP will assess all patients triaged to Category A and/or 


recipients designated at HIGH risk within 15 minutes and review the nursing 
assessment and risk factors in order to determine the appropriate level of 
observation and formulate the recipient’s violence risk and plan specific 
interventions aimed at reducing it. 
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Patients with LOW violence risk will be assessed by the psychiatrist in CPEP 
within a timeframe according to the assigned triage category. 


The psychiatrist in the PIS will complete, within twenty-four (24) hours of 
admission an assessment to register and further integrate relevant violence 
history and behavior observations. Based on this assessment the psychiatrist 
will confirm or change the assigned in CPEP violence risk category. While the 
staff will continue to work on detailed understanding of the recipient's 
diagnosis and treatment needs, and while the knowledge about the 
individualized care needs evolves, nursing staff will implement the identified 
short term risk reduction interventions. 


Nursing staff will maintain any ordered level of observation. 


Any patients assessed to be at HIGH RISK for violence will be discussed in 
treatment team communications including tour reports, morning reports and 
treatment planning meetings. 


Utilizing the primary nursing model the assigned team will meet with the 
recipient of care daily to assess relevant risk. 


e The patients’s environment will be evaluated daily, particularly after visiting 
hours and potentially dangerous items removed. 


e Any change in behavior showing signs of aggression will prompt a 
reassessment by the psychiatrist and the team with proper formulation of the 
present understanding of the behaviors, revisions to the treatment plan and 
will review with the patients their identified coping skills with specific risk 
reduction strategies. 


e For patients in the HIGH violence risk category the BVC will be administered 
by nursing staff daily on Tour 2 in the EOU or PIS. If the score increases at 
any time, the psychiatrist will be notified to make an evaluation of risk within 
30 minutes and order appropriate precautions. 


e A patients will remain on HIGH risk status until they are assessed LOW risk 
and the treatment team agrees that the risk status has decreased. 
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C. COMMUNICATIONS 
In order to ensure that pertinent information about violence risk is communicated 
across all disciplines and for all shifts/ tours for all patients admitted/ transferred 
to CPEP/EOU/PIS the following lines of communication will be followed: 


At every change of shift across all tours/ shifts the various disciplines will give 
verbal report on all patients with HIGH risk of violence detailing observed 
behaviors of risk and how they were addressed. 


At every CPEP: ER & EOU Huddle patients with high risk will be discussed 
with priority. 


At every Unit Morning Rounds in the PIS all patients identified at high risk will 
be discussed with priority. Any incidents of violence will trigger a clinical 
review as per policy. 


On admission to the PIS patients with high risk will be discussed via 
telephonic SBAR between MDs and between nurses. SBAR will be 
documented in the EMR as well. 


Upon discharge from the PIS the effective coping skills and risk reduction 
strategies that were utilized by the patients will be identified in the discharge 
summary. 


D. INDIVIDUAL RECOVERY PLANNING 


Violence risk and planning of appropriate interventions must be addressed in 
the Initial Treatment Plan for patients with HIGH risk of violence within eight 
(8) hours of admission to CPEP EOU and PIS. The admitting nurse will 
address high risk in the initial IRP. 


All patients, regardless of assigned risk category, will complete a Personal 
Safety and Support Plan (PSSP) with their Primary Nurse within five (5) days 
in PIS and 24 hours in EOU as appropriate. 


Integration in the treatment plan of psychopharmacological and psychosocial 
interventions targeting the underlying psychiatric condition, with interventions 
facilitating short term better self-management, will allow the patients an 
opportunity to be an active participant in maintaining his/her safety. 
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Treatment planning in the PIS should be based on in-depth understanding of 
the individual circumstances of each client and address long term issues 
contributing to the risk of violence. 


All patients assessed to be at HIGH risk will be considered for an Individual 
Behavior Plan (IBP).The unit psychologist will assist the treatment team in the 
development and implementation of the IBP integration of PSSP and the 
monitoring of the recipient’s progress. 


The following intervention strategies can be used to address risk of violence: 


De-escalation 


Patients in crisis must be treated with an appropriate and timely response. 
De-escalation is always a priority and preferred outcome. 


patients self-selected calming measures from their PSSP will be prioritized as 
much as Clinically appropriate and practicable and verbal de-escalation 
techniques will be used before any other intervention(s). 


All staff should be able to exhibit patience, empathy, active listening and 
problem solving skills in an effort to establish rapport with patients in crisis. 


Verbal de-escalation should be continued even when other interventions are 
indicated. 


The Treatment Team assigns during morning rounds Crisis Management 
Intervention roles to Unit staff members on a daily basis so they can be 
activated in times of crisis. 


Available staff will manage and protect other patients and move them from 
the area of crisis. 


Whenever possible, sensory modulation techniques will be considered as one 
of the de-escalation techniques. 


If the all other measures have failed staff should initiate Code Orange 
protocol. 
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E. DOCUMENTATION 


All staff involved in assessments and management of patients with 
aggressive/violent behavior will maintain detailed documentation in the EMR 
of their observations, assessments, and interventions. 


Nursing staff will document on patients at HIGH RISK of violence daily. 


Clinical risk assessment will be prominent in the Psychiatric Mental Status 
Examination and Formulation including the highlights of risks and protective 
factors. 


Psychiatrist in the CPEP: ER & EOU will document recipient’s assessment 
and pertinent changes every shift. Psychiatrist in the PIS will document 
assessment in the admission psychiatric note and daily in progress note, as 
long as the patient remains at High Risk (NOT limited to first 5 days of 
admission only). Weekly summary of the ongoing assessment with pertinent 
findings will be documented in the psychiatrist weekly note. 


Nursing staff will re-assess patient at HIGH risk of self-harm daily utilizing 
screening tool until low risk 


Nursing staff will document every shift for patients on Constant, Visual 
Constant, Community Constant, and Close Observation with specific attention 
to follow-up of assessment and interventions related to violence and 
aggression risk. 


Treatment planning must incorporate PSSP and risk reduction goal for all 
patients at HIGH risk and list the interventions planned, both for managing the 
acute risk and addressing the long term issues. 


Treatment planning documentation will be updated weekly, and will address 
the progress toward the treatment goal of reduction of violence risk. 


At the point of treatment when high violence risk is resolved, the patients 
attending psychiatrist must document in his/her note and treatment plan the 
assessment confirming this finding and ensuing interventions. 


In the case of an event of perpetrated violence, nursing staff and the 
psychiatrist on duty will document the behavior, the assessment and the initial 
intervention plan in the EMR. 
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F. REPORTING 


e Each instance of perpetrated violence or attempted assault requires clinical 
review as per policy. 


e All OMH reportable incidents involving violence will be investigated and 
reported timely by BHS Risk Management and a Tier 3 clinical review will be 
conducted as per policy. 


G. SPECIAL PROCEDURES: Child and Adolescent Psychiatric Inpatient 
Service (CAPIS) 


1. All child or adolescent patients in the CPEP: ER & EOU and PIS will receive a 
comprehensive clinical assessment as outlined above. 


2. For child and adolescent patients presenting with aggressive behavior the 
Nursing Assessment in CPEP: ER and PIS will include the Modified Overt 
Aggression Scale (MOAS). This tool provides decision support in assigning 
risk categories. The MOAS is a brief measure with established discriminative 
validity that is based on the Yudofsky Scale, and is used to rate verbal and 
physical aggression. 


HIGH RISK: A score of 10 or more requires immediate notification of the 
Psychiatrist who will do a full clinical assessment of the behavior within 30 
minutes. The patients will be placed on appropriate level of observation 
pending the assessment of the attending 


LOW RISK: A score of less than 10 requires no special precautions before 
full assessment is done. 


The RN will notify the psychiatrist of all patients with a HIGH risk and 
document such in their note. 


In the CPEP: ER the initial MOAS will be completed based on presenting 
history and observations in CPEP. Subsequently MOAS will be completed 
daily to register behaviors observed during the preceding twenty-four (24) 
hours. The MOAS is regularly reviewed by the attending psychiatrist and 
is referenced in the progress notes and other relevant record entries. 


KINGS COUNTY HOSPITAL CENTER DEPARTMENT MANUAL (DM) 
POLICY AND PROCEDURE MANUAL Page 9 of 10 


DEPT/SERVICE: BEHAVIORAL HEALTH SERVICES KEY WORDS: Aggression, 
Violence 


CATEGORY: ADMISSION AND ASSESSMENTS 


SUBJECT: Assessment and Management of Aggression and Violence Risk in the 
CPEP, EOU and Psychiatric Inpatient Services 


(CONTINUATION) 
References: 


Abderhalden C, Needham |, Dassen T, et al. Predicting inpatient of care violence using 
an extended version of the Broset Violence Checklist: instrument development and 
clinical application. BMC Psychiatry 2006, 6:17 


Yudofsky SC, Silver JM, Jackson W, et al. The Overt Aggression Scale for the objective 
rating of verbal and physical aggression. Am J Psychiatry 1986; 143:35-39 


KINGS COUNTY HOSPITAL CENTER 
POLICY AND PROCEDURE MANUAL 


Pa 


CATEGORY: ADMISSION AND ASSESSMENTS 


SUBJECT: Assessment and Management of Aggression and Violence Risk in the 
CPEP, EOU and Psychiatric Inpatient Services 


(CONTINUATION) 
Name'Title 
REVISED Roumen Nikolov, MD 
BY: | Associate Chief, BHS 
REVIEWED | Donna Leno-Gordon, RN 
BY: AED, Behavioral Health Nursing 
REVIEWED | Renuka Ananthamoorthy, MD 
BY: Chief of Service — Behavioral Health 
APPROVED | Opal Sinclair-Chung, RN 
BY: Chief Nursing Officer / Deputy Executive 
Director — Patient Care Services 
| APPROVED | Ghassan Jamaleddine, MD 
BY: Chief Medical Officer 
APPROVED | Ernest J. Baptiste 
BY: Executive Director 


DEPARTMENT MANUAL (DM) 


e 10 of 10 


DEPT/SERVICE: BEHAVIORAL HEALTH SERVICES KEY WORDS: Aggression, 


Violence 


Signature Date 


Rh lbet-->| PI. 
Seren fons Kalo | hds 
fate 
5hd5 I 

po [us 
Ls 


Us - 


KINGS COUNTY HOSPITAL CENTER DEPARTMENT MANUAL (DM) 
POLICY AND PROCEDURE MANUAL Page 1 of 6 


DEPT/SERVICE: BEHAVIORAL HEALTH SERVICES 


KEY WORDS: Respiratory Risk 
CATEGORY: Admission and Assessment 


SUBJECT: Assessment and Management of Respiratory Risk in the CPEP, ER, EOU 
and Inpatient 


DATE FIRST ISSUED: February 2014 DATE LAST REVISED: February 2015 


DATE EFFECTIVE: March 2015 SUPERCEDES: February 2014 


(COVER SHEET) 


I. POLICY STATEMENT: 

It is the policy of Kings County Hospital Center Behavioral Health Services that all 
patients will be provided with a safe and humane environment and protected from 
harm. To that effect all patients evaluated in the Comprehensive Psychiatric 
Emergency Program (CPEP): ER & EOU and upon admission to the Psychiatric 
Inpatient Services (PIS) receive complete, accurate and timely assessment for 
respiratory risk. 


ll. PURPOSE: 

To establish a mechanism whereby patients presenting with or at risk for respiratory 
decompensation is assessed, reassessed as needed, and specific objectives and 
specific objectives and interventions are developed as part of their treatment plan that 
are aimed at both decreasing risk in the short term and addressing it in the longer-term 
treatment goals. 


lll. SCOPE: 
Applies to all recipients of care in the CPEP: ER & EOU and Psychiatry Inpatient 
Services 


IV. DEFINITIONS: 

High Respiratory Risk: is defined as any Patient with chronic lung disease, asthma, 
obstructive sleep apnea, heart failure, pulmonary hypertension, morbid obesity 
(BMI>40) or abnormal vital signs (Respirations less than 12 or greater than 24 or 02 sat 
<90%) 


Low Respiratory Risk: is defined as normal vital signs and no medical co-morbid high 
risk. 


V. PROCEDURES: 


PREVENTION 
1. Clinical Assessment 
All nursing staff will be trained and capable of proper monitoring of respiration 
during observation rounds, especially warning signs of impending compromise. 
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All patients admitted to CPEP:EOU and the PIS will receive a timely 
assessment of respiratory risk. This assessment is a process, not a single 
event, looking to identify risk factors, manage medical risk, and inform treatment 
planning to include both short and longer term goals. The clinical assessment 
process Is initiated during triage and/or during Patient Care Assessment 


1. Initial Respiratory Risk Assessment- TRIAGE 
e Upon entering the CPEP the patient is directed to the Triage Nurse who 
completes the following within 30 minutes of arrival: the Crisis Triage Rating 
Scale (CTRS), Vital Signs, Pulse Oximetry, Symptoms & Conditions Review, and 
Adult Brief Cognitive Triage Screening Tool or equivalent child screening tool. 
e Internist will review the nursing triage findings, complete history and physical and 
determine respiratory risk as per triage category time frames. 
e 
If a patient presents with an acute change in respiration or O2 saturation or there is 
imminent risk of respiratory decompensation, then a Code 66 will be called by the RN, 
alerting the internist and psychiatrist, as defined by the RRT policy. 


Nursing Assessment: 

During Patient Care Assessment, if the patient has not previously been designated a 
respiratory risk and the patient's medical history AND vital signs suggest respiratory risk 
the internist will be alerted immediately to assess the patient for risk designation and the 
patient will be monitored on high respiratory risk until that assessment occurs. 


HIGH RISK: Patient has a respiratory risk at present time as noted in focused vital signs 
or by history. The patient will be placed on 30 minute observation for respiratory risk by 
physician order. 

LOW RISK: No imminent respiratory risk. Requires no special precautions 


e Ongoing Respiratory Risk Assessment and Management 

e The internist and psychiatrist in CPEP/PIS will avoid using medications, when 
possible, when a Patient is designated high risk that can further compromise 
respiratory status for example: benzodiazepines, sleep meds and narcotics. 


Nursing will formulate the patient's high respiratory risk plan aimed at specific 
interventions to reduce risk, for example respiration monitoring and use of wedge pillow. 
¢ The internist in the PIS will integrate the high respiratory risk into the 
Admission H&P with specific recommendations for interventions. 
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¢ Nursing staff will maintain any ordered level of observation. 


Any patient assessed to be at HIGH respiratory RISK will be discussed in treatment 
team communications including tour reports, morning reports and treatment planning 
meetings. 


e The patient's environment will be evaluated daily to ensure use of ordered 
medical interventions such as the wedge pillow for head elevation and availability 
of other respiratory support equipment (BIPAP, bedside oxygen). 

e The patient may be placed on visual constant observation if psychiatric risk 
warrants this restrictive observation. 


LOW: require no special precautions 

e If the risk level increases at any time, the Internist and Psychiatrist will be notified 
to reassess the patient and order appropriate precautions. The Internist must 
assess the patient within 30 minutes of being notified of the increased level of 
risk. 

e Regardless of any prior risk status, the CPEP/EOU or Inpatient RN will assess 
any patient that begins to demonstrate respiratory decompensation, either 
informing internist of need for evaluation or activate Code 66 as per RRT policy. 

e All recipients of care with HIGH respiratory Risk will be educated to identify 
strategies for medical management. 

e Any change in respiratory risk will prompt a reassessment by the internist and 
review of medical interventions currently in use. 


B. COMMUNICATIONS 


In order to ensure that pertinent information about high respiratory risk is communicated 
across all disciplines, for all shifts/tours for all admitted/transferred to CPEP/ PIS the 
following lines of communication will be followed: 

e At every change of shift across all tours/shifts the various disciplines will give 
verbal report on all Patient with HIGH respiratory risk detailing observed 
respiratory rate, rhythm and pattern and interventions provided. 

e At every CPEP Huddle and Unit Rounds in the PIS all Patient identified at HIGH 
risk will be discussed with priority. 

e On admission to the PIS, Patient with HIGH respiratory risk will be discussed via 
telephonic SBAR between nurses. SBAR will be documented in the EMR as well. 

e Upon discharge from the CPEP EOU or PIS the effective medical 
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interventions that were utilized by the recipient of care will be identified in 
the discharge summary 


C.INDIVIDUAL RECOVERY PLANNING 


The Patient with High respiratory risk should have planning of appropriate 
interventions. High Respiratory Risk must be addressed in the Initial Individual 
Recovery Plan for Patient within the first three (3) hours of admission to CPEP EOU 
and eight (8) hours of admission to PIS. 

Integration in the IRP of interventions targeting high respiratory risk with interventions 
aiming better medical management, will allow the Patient an opportunity to be an active 
participant in maintaining his/her medical condition. 


The following intervention strategies can be used to address high respiratory risk: 
e Wedge Pillow- promotes easier and improved respiration while lying in bed 
e Use of BIPAP assistive device. 

e Communication skill building 
o Encourage Patient to alert staff to feelings of shortness of breath. 
Behavioral interventions 
o Provide education regarding weight reduction strategies. Medication 
Management 
e Initiate increased monitoring of breathing if new medication(s) that might cause 
sedation is (are) started 
e Avoid poly-pharmacy at hours of sleep 
e Avoid benzodiazepines, sleep meds and narcotics, when possible. 


D. DOCUMENTATION 


All staff involved in assessment and management of patients with or at high respiratory 
risk will maintain detailed documentation in the EMR of their observation, assessments, 
and interventions. 
HIGH : Nursing staff will observe each Patient with HIGH respiratory risk during 
hours of sleep. 
Medical order for every 30 minute focused observation of breathing while asleep 
will be placed in the EMR by the internist. 
The RN will delegate the observation of respirations to an appropriately trained 
UAP. 
This VAP will observe respiration rate by visually and/or audibly noting the quality 
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and pattern of breathing. 

Any deviations from normal respirations will be immediately reported to the 
charge nurse. 

LOW: no special monitoring required by nursing staff. 

Internist in the PIS will document the high respiratory risk in the Admission H&P 
and then in the weekly progress note as long as the patient remains at High risk. 
Psychiatrist in the PIS will document the risk assessment in the admission 
psychiatric note and in the IRP. Recovery planning must incorporate risk 
reduction goal for all Patient at HIGH risk and list the interventions planned, both 
for managing the acute risk and addressing the long term issues. 


In the case of an acute event of respiratory decompensation, nursing staff, internist and 
the psychiatrist on duty will document the occurrence, their assessment and updated 
intervention plan (for example: transferred to Medicine or remains on unit with specific 
changes) in the EMR. 

A Tier 1 note will be written by the Patient's psychiatrist. 


E. SPECIAL PROCEDURES: CHILDREN AND ADOLESCENTS 
1. The assessment of high respiratory risk for children and adolescents includes the 
same components listed above with regards to prevention, assessment, treatment 


planning, management, and communication 


2. Events of respiratory decompensation will be reported timely to the child's 
parents/legal guardian. 
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I. POLICY STATEMENT: 


It is the policy of Kings County Hospital Center Behavioral Health Services that all 
Recipients of Care (ROC) will be provided with a safe and humane environment and 
protected from harm. To that effect all ROC evaluated in the Comprehensive 
Psychiatric Emergency Program (CPEP): ER & EOU and upon admission to the 
Psychiatric Inpatient Services (PIS) receive complete, accurate and timely 
assessment for risk of self-harm. 


ll. PURPOSE: 
To establish a mechanism whereby ROC presenting with or at risk for self-harm is 
assessed, reassessed as needed, and specific objectives and interventions are 


developed as part of their treatment plan that are aimed at both decreasing risk in the 
short term and addressing it in the longer-term treatment goals. 


il. SCOPE: 
Applies to all ROC in the CPEP: ER & EOU and PIS 


IV. DEFINITION: 


Deliberate self-harm is defined as the inflicting of intentional injuries on one's own 
body without apparent suicidal intent. 


V. RESPONSIBILITIES: 


All interdisciplinary team members are responsible for the implementation of this 
policy. 


Direct care providers are responsible for the day-to-day implementation of this policy 
and the protection of ROC from self-harm. 
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VI. PROCEDURE: 


A. PREVENTION 


1. Environment 
Staff will orient ROC to the physical space upon arrival to CPEP or the PIS in 


an effort to minimize anxiety, confusion and/or fear. 


‘ 2. Relationship with Clients 
All clinical staff will be trained and capable of active listening, problem solving 


and self-harm risk recognition, especially warning signs. 


B. CLINICAL ASSESSMENT 


All ROC admitted to CPEP: ER or EOU and the PIS will receive a timely and 
comprehensive interdisciplinary clinical assessment that will include an 
assessment of risk of self-harm. This assessment is a process, not a single event, 
looking to identify risk factors, prevent and contain behaviors of risk, and inform 
treatment planning to include targeted goals, objectives and interventions, both 
short and longer term. The clinical assessment process begins with screening 
during triage in CPEP, continues with structured observations by nursing staff 
informing an assessment by the psychiatrist in CPEP, and is then handed off to 
continue in the PIS. 


1. Initial Self-Harm Risk Assessment- TRIAGE 


e Upon entering the CPEP, after registration and an initial search, the ROC is 
directed to the Triage Nurse who completes the following within 30 minutes 
is of arrival: the Crisis Triage Rating Scale (CTRS), Vital Signs, Pulse 
Oximetry, Symptoms & Conditions Review, and Adult Brief Cognitive Triage 
Screening Tool or equivalent child screening tool. If the patient's rating is 
suggestive of high risk, recipients of Care are categorized category A, as 
(high risk), and a psychiatrist is alerted to the triage findings. 


e If at any time a Recipient of Care initially presents with signs (reported or 
observed) of imminent risk of violence or self-harm, then they will be 
immediately triaged by a CPEP psychiatrist summoned overhead to 
intervene. A Code Orange may be called if warranted. 


e The Nursing Triage for all CPEP: ER recipients of Care will include the 
screening question: “Have you ever hurt yourself on purpose without 
wanting to die?” This question must be asked non-judgmentally to limit 
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denial and shame as well as to help build rapport with the recipient of care. 


e If answer is YES, a follow up screening question: “Do you have thoughts or 
urges of doing it now?” will be asked. 


e The answers to these questions will provide initial information, which 
combined with nursing observations will inform the assignment of 
appropriate triage category. 


2. Nursing Assessment: 


For ROC presenting with self-harm behavior the Nursing Assessment in 
CPEP: ER and PIS will include the RISK of SELF-Harm Behavior Screening 
Tool. This Tool will provide decision support in assigning one of the following 
self-harm risk designations: 


e HIGH RISK: ROC has intent to harm self at present time or history and 
observations are indicative of ongoing attempts to injure self without intent 
to die or’2 or more different methods of self harm in the past (such as both 
cutting and buming). Requires the RN to immediately notify the attending 
psychiatrist. The attending psychiatrist will assess the ROC within 30 
minutes. The ROC may be placed on close observation for self- harm 
pending assessment by the attending. 


e LOW RISK: No imminent intent and no prior severe attempts or only 
method of self- harm used in the past. Requires no special precautions 
pending psychiatric assessment. 


e The RN will document in the EMR the ROC's risk level. 
3. Ongoing Self Harm Risk Assessment and Management 


e Final risk assignment and relevant risk reduction measures will be 
" determined by the psychiatrists based on their assessment. 


e The psychiatrist in CPEP will assess all ROC triaged to Category A and/or 
recipients that score HIGH within 15 minutes. This will include a review of 
the nursing assessment and risk factors in order to determine the 
appropriate level of observation and formulate the recipient's self-harm risk 
to plan specific interventions aimed at reducing it. 
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e ROC with LOW risk of self-harm will be assessed by the psychiatrist in 
CPEP within a timeframe according to the assigned triage category. (See 
Triage in the CPEP Policy.) 


e The psychiatrist in the PIS will complete, within twenty-four (24) hours of 
admission to the PIS, an assessment to register and further integrate 
relevant self-harm history and behavior observations. The staff will continue 
to work on detailed understanding of the recipient's diagnosis and 
treatment needs, and while the knowledge about the individualized care 
needs evolves, nursing staff will implement the identified coping skills risk 
reduction interventions. 


e Nursing staff will maintain any ordered level of observation. 


e Any ROC assessed to be at HIGH RISK for self-harm will be discussed in 
treatment team communications including tour reports, morning reports and 
treatment planning meetings. 


: e Utilizing the primary nursing model the assigned nurse will meet with the 
ROC daily if risk is HIGH and weekly if risk is LOW to assess relevant risk. 


e The ROC's environment will be evaluated daily, particularly after visiting 
hours and potentially dangerous items removed. 


e tis preferred that any HIGH RISK recipient of care have a roommate 


e Ifthe risk level increases at any time, the Psychiatrist will be notified to 
reassess the ROC and order appropriate precautions. The Psychiatrist 
must assess the patient within 30 minutes of being notified of the increased 
level of risk. 


e Regardless of any prior risk status, the CPEP: EOU or Inpatient RN will 
assess any ROC that begins to demonstrate or verbalize self-harm 
thoughts and/or behaviors. In addition, the RN will notify the psychiatrist of 
such changes and the Psychiatrist will assess the patient as per 
procedure(s) above. 


H e A ROC will remain on HIGH -risk status until they are assessed LOW risk 
and the treatment team agrees that the risk status has decreased. All 
ROC with HIGH risk will be assessed daily on Tour 2 until the treatment 
team determines their risk status as LOW. 
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For all recipients of care assessed at LOW RISK, primary or associate 
nurse will continue to complete a weekly assessment of the risk for self- 
harm and document the findings. 


All recipients of care with HIGH Risk of self-harm will be educated to 
identify coping strategies from the self-management tool 

This will be done in the EOU within 24 hours and within 72 hours of 
admission to the PIS. 


The treatment team will be familiar with the choices made by the ROC, will 
encourage the use of the tools and will review their effectiveness with the 
ROC 


Any change in the seff-harmful behaviors will prompt a reassessment by 
the psychiatrist and the team with revisions to the Individual Recovery Plan 
and review with the ROC their specific coping skills and risk reduction 
strategies. 


C. COMMUNICATIONS 


In order to ensure that pertinent information about high risk of self-harm is 
communicated across all disciplines, for all shifts/tours for all admitted/ 
transferred to CPEP/ PIS the following lines of communication will be followed: 


o) 


At every change of shift across all tours/shifts the various disciplines will 
give verbal report on all ROC with HIGH risk of self-harm detailing 
observed behaviors of risk and how they were addressed. 


At every CPEP: ER & EOU Huddle ROC with high risk will be discussed 
with priority. 


At every Unit Morning Rounds in the PIS all ROC identified at HIGH risk will 
be discussed with priority. Any incidents of self-harm will trigger a clinical 
review as per policy. 


On admission to the PIS ROC with HIGH risk will be discussed via 
telephonic SBAR between MDs and between nurses. SBAR will be 
documented in the EMR as well. 


Upon discharge from the PIS the effective risk reduction strategies that 
were utilized by the recipient of care will be identified in the discharge 
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D. INDIVIDUAL RECOVERY PLANNING 


High risk self-harm behavior and planning of appropriate interventions is an 
important part of treatment. Intentional self-harm must be addressed in the 
Individual Recovery Plan for ROC with High Risk of intentional self-harm within 
the first twenty-four (24)hours of admission to the CPEP: EOU and within 72 
hours on the PIS. The admitting nurse will address high risk in the IRP within 8 
hours of admission. 


Integration in the treatment plan of interventions targeting short-term risk with, 
psychopharmacological and psychosocial interventions aiming better self- 
management, will allow the ROC an opportunity to be an active participant in 
maintaining his/her safety. 


Treatment planning in the PIS should be based on in-depth understanding of 
the individual circumstances of each client and address long term issues 
contributing to the risk of self-harm. 


All ROC assessed to be at HIGH risk on the PIS will be considered for an 
Individual Behavior Plan (IBP). The unit psychologist will assist the treatment 
team in the development and implementation of the IBP and the monitoring of 
the recipient's progress. 


Staff providing treatment need to be aware of the strong feelings that self-harm 
behaviors can generate. They should seek guidance and support from their 
supervisor in managing these feelings. 


The following intervention strategies can be used to address self harm: 


o Communication skill building 
# Encourage ROC to use communication to express emotions 
« Use journals to express emotion through writing 
= Trigger log — ROC tracks each time when she engages in self harm 
and the events leading up to it. 


o Behavioral interventions 
® Stress management and tension release 
* Diaphragmatic and controlled breathing 
= Meditation and visualization 
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‘ = Exercise specifically aerobic 


o Cognitive restructuring 
« Exploring the ROC's thoughts motivating the self-harm and help her 
challenge the self-harm thoughts that are maintaining the behavior 


o Noharmm agreement 


« The ROC and staff member make an agreement that the ROC will 
choose a replacement behavior to the self-harm behavior 

* This is not a contract, it develops as the ROC learns the 
replacement behaviors and as the ROC establishes rapport with the 
staff member 

o Groups 

* Focusing on developing problem-solving techniques, adaptive 
coping strategies, self-esteem building, communication and social 
skills. 

« Solution focused therapy 


» E. DOCUMENTATION 

‘ All staff involved in assessment and management of ROC with or at risk of 
deliberate self-harm behaviors will maintain detailed documentation in the EMR of 
their observation, assessments, and interventions. 


1. Nursing staff will re-assess ROC at HIGH risk of self-harm daily and weekly for 
those on low risk. 


2. Clinical risk assessment will be prominent in the Psychiatric Formulation 
including the highlights of risks and protective factors. 


3. Psychiatrist in the CPEP: ER & EOU will document recipient's assessment and 
pertinent changes in the note every shift. 


4. Psychiatrist in the PIS will document the risk assessment in the admission 
psychiatric note and daily in progress note, as long as the patient remains at 
HIGH risk of self-harm (and NOT limited to first five (5) days of admission 
only). Weekly summary of the ongoing assessment with pertinent findings will 
be documented in the psychiatrist weekly note. 


’ 5. Recovery planning must incorporate risk reduction goal for all ROC at HIGH 
risk and list the interventions planned, both for managing the acute risk and 
addressing the long term issues. 
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6. Recovery planning documentation will be updated weekly, and will address the 
progress toward the treatment goal of reduction of intentional self-harm. 


7. At the point of treatment when high intentional self-harm risk is resolved, the 
ROC's attending psychiatrist must document this in their progress note and the 
individual recovery plan will reflect this finding and ensuing interventions. 


In the case of an event of self-harm nursing staff and the psychiatrist on duty will 
document the behavior, the assessment and the initial intervention plan in the 
EMR. 


F, REPORTING 
e Each event of self-harm requires clinical review as per policy. 


e All OMH reportable self-harm or notable events will be investigated and 
reported timely by BHS Risk Management and Tier 3 clinical review will be 
conducted as per policy. 


G. SPECIAL PROCEDURES: CHILDREN AND ADOLESCENTS 


1. The assessment of self-harm risk for children and adolescents includes the 
same components listed above with regards to prevention, assessment, 
treatment planning, management, and communication 


2. Events of self-harm will be reported timely to the child's parentsMegal guardian. 


Name/Title 
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(COVER SHEET) 


I. POLICY STATEMENT: 


It is the policy of Kings County Hospital Center (KCHC) Behavioral Health 
Services (BHS) that all patients will be provided with a safe and humane 
environment and are protected from harm. To that effect all patient evaluated in 
the Comprehensive Psychiatric Emergency Program (CPEP): ER & EOU and 
upon admission to the Inpatient Psychiatric Services (IPS) will receive accurate, 
complete and timely assessments and/or re-assessments for sexual risk factors. 
All patients will be informed at the time of triage and during admission orientation 
that any form of sexual activity, touching and other similar behaviors are not 
permitted and that safe behaviors will be supported and encouraged. 


ll. PURPOSE: 


The purpose of this policy is to ensure that prevention of sexual harassment or 
assault occurs throughout BHS for all patients. The policy provides guidelines for 
the BHS staff to assess risk levels for untoward sexual events. The intent of the 
policy is to ensure that if such an event occurs, patient involved in such incidents 
are provided with immediate and appropriate care and are protected from further 


harm. 


lll. SCOPE: 


Applies to all patient in the CPEP: ER & EOU and IPS. 


IV. RESPONSIBILITIES: 


All interdisciplinary team members are responsible for the implementation of this 


policy. 


V. PROCEDURE: 
A. PREVENTION 


1. All patients evaluated in the Comprehensive Psychiatric Emergency 
Program (CPEP): ER & EOU and all patient admitted to the IPS will 
receive accurate, complete and timely assessment for sexual risk factors 
with emphasis on key areas of behavior: history of sexual victimization or 
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sexual predation, sexual preoccupation, impulsivity, ability to follow 
direction, and aggression. Such assessment is intended to inform 
immediate interventions, support clinical judgment, and inform the 
individualized treatment plan for each patient in an effort to decrease the 
risk to recipients and peers. 

2. During the admission and orientation of the patient to the CPEP: ER & 
EOU and inpatient unit, the patient will be informed of the KCHC BHS 
policy regarding no sexual activity. The patient will be informed that 
touching or sexual behaviors of any kind are not permitted or acceptable 
during their hospitalization and that staff is available to help the patient 
avoid sexual and other inappropriate behaviors such as making 
sexualized comments, gestures, or written communications. 

3. Community Meetings will continuously reinforce the policy of no touching 
or sexual activity and reinforces to patient that staff are available to help in 
avoiding these behaviors. 


B. INITIAL RISK ASSESSMENT 
Upon entering the CPEP, after registration and an initial search, the patient is 
directed to the Triage Nurse who completes the following within 30 minutes of 
arrival: the Crisis Triage Rating Scale (CTRS), Vital Signs, Pulse Oximetry, 
Symptoms & conditions Review, and Adult Brief Cognitive Triage Screening 
Tool or equivalent child screening tool. If the patient rating is suggestive of 
high risk, patient are categorized category A, as (high risk) and an attending 
psychiatrist is alerted to the triage findings. 


If at any time a patient initially presents with signs (reported or observed) of 
imminent risk of violence or self-harm, then they will be immediately triaged 
by a CPEP psychiatrist summoned overhead to intervene. A Code Orange 
may be called if warranted. 


1. The Nursing Assessment for all adult (>18 years old) CPEP: ER & EOU 
patients will include a screening tool identifying sexual risk factors to serve 
as decision support in assigning appropriate risk category. 

e The RN will administer the questionnaire at triage for each risk group 
and calculate the scores and total. 

e If the patient has positive score this will be brought to the attention of 
the attending psychiatrist within one (1) hour. 
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C. ONGOING RISK ASSESSMENT AND MANAGEMENT 
1. Assessment 

A full psychiatric assessment must be completed within twenty-four (24) 
hours of admission to the IPS. This assessment will register and further 
integrate relevant sexual history and behavior observations. While the 
staff will continue to work on detailed understanding of the patient's 
diagnosis and treatment needs, and while the knowledge about the 
individualized care needs evolves, nursing staff will assist the patient to 
identify coping methods and implement the identified short term risk 
reduction interventions. 


2. Level of Observation 
e Nursing staff will maintain any ordered level of observation. 


e Any patient assessed to be at HIGH risk will be discussed in treatment 
team communications including tour reports, morning reports and 
treatment planning meetings. 


e Utilizing the primary nursing model the assigned nurse will meet with 
the patient daily to assess relevant risk. 


e Patients who respond affirmatively to a history of sexual victimization 
or aggression will be reassessed at daily without repetition of the 
historical data. Reassessment questions will focus on current behavior: 


> Do you feel capable of saying no to sexual advances by peers or 
staff members? 


> Are you having trouble controlling sexual thoughts or actions? 
> Is anyone on the unit sexually harassing you? 


e All patient with HIGH Risk will be educated to identify coping strategies 
from the self-management tool. This will be done in the EOU within 24 
hours and upon admission to the Inpatient Unit. 

e The Treatment team will be familiar with the choices made by the 
patient, will encourage the use of the tools and will review their 
effectiveness with the patient. 

e A patient will remain on HIGH Risk status until they are assessed LOW 
RISK and the treatment team agrees that the risk status has 
decreased. 
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Any change in the patient behaviors will prompt a reassessment by the 
psychiatrist within 30 minutes of the assessed change and the team 
will review with the patient their personal coping skill plans and change 
incorporate in the treatment plan. 


3. Communication 


In order to ensure that pertinent information about high risk of sexual 
behavior is communicated across all discipline and for all shift / tours for 
all patient admitted / transferred to CPEP / EOU and IPS the following 
lines of communication will be followed: 


At every change of shift across all tours / shifts the various disciplines 
will give verbal report on all patients with HIGH risk detailing observed 
behaviors of risk and how they were addressed. 


At every CPEP: ER & EOU Huddle patients with high risk will be 
discussed with priority. 


At every Unit Morning Rounds in the IPS all patients identified at high 
risk will be discussed with priority. Any incidents of sexualized behavior 
will trigger a clinical review as per policy. 


On admission to the IPS patients with high risk will be discussed via 
telephonic SBAR between MDs and between nurses. SBAR will be 
documented in the record as well. 


Upon discharge from the IPS the effective risk reduction strategies that 
were utilized by the patient will be identified in the discharge. 


4. Interventions 
The following strategies can be used to address sexual behavior: 


e Communication skill building 
o Encourage patient to use communication to express 
emotions. 
o Use journals to express emotion through writing. 
o Trigger log — patient tracks each time when he/she has 
thoughts to act in a sexual behavior and the events leading 
up to it. 


KINGS COUNTY HOSPITAL CENTER DEPARTMENT MANUAL (DM) 
POLICY AND PROCEDURE MANUAL Page 5 of 8 


DEPT/SERVICE: BEHAVIORAL HEALTH SERVICES 
KEY WORDS: Sexual Risk 


CATEGORY: ADMISSION AND ASSESSMENTS 


SUBJECT: Sexual Risk Assessment and Management in CPEP and Inpatient 
Psychiatric Services 


(CONTINUATION) 


e Behavioral interventions 
o Stress management and tension release 
o Diaphragmatic and controlled breathing 
o Meditation and visualization 
o Exercise, specifically aerobic 
e Cognitive restructuring 
o Explore the patient’s thoughts motivating the sexual thoughts 
and help him/her challenge the thoughts that are maintaining 
the behavior 
e No harm agreement 
o The patient and a staff member make an agreement that the 
patient will choose a replacement behavior to the sexual 
behavior 
o This is not a contract, it develops as the patient learns the 
replacement behaviors and as the patient establishes 
rapport with the staff member 
e Groups 
o Focusing on developing problem-solving techniques, 
adaptive coping strategies, self-esteem building, 
communication and social skills 


D. Individual Recovery Planning: 


1. The assessment of sexual risk factors occurs upon arrival to the CPEP 
and upon admission to the IPS. When inappropriate sexual behaviors (i.e. 
flirtatious or romantic overtones to a patient interactions, touching or 
exposing self, sexually provocative language, or “grooming” behaviors) 
are observed, such behaviors will be noted and will inform clinical 
interventions to address specific behavioral problems through treatment 
planning and behavior planning. 


2. Sexual behavior risks will be addressed with the patient in the treatment 
planning in the CPEP: ER & EOU, while both short term and long term 
treatment interventions will be reviewed and initiated upon admission to 
the IPS. 


Integration in the treatment plan of interventions targeting short term risk 
with psychopharmacological and psychosocial interventions aiming better 
self-management, will allow the patient an opportunity to be an active 
participant in maintaining his/her socially appropriate behavior. Treatment 
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planning in the IPS should be based on in-depth understanding of the 
individual circumstances of each patient and address long-term issues 
contributing to the risk of sexual behaviors. 


For patients on the IPS assessed to be at HIGH risk will be considered for 
an Individual Behavior Plan (IBP). The unit psychologist will assist the 
treatment team in the development and implementation of the IBP and the 
monitoring of the recipient's progress. The IBP will be incorporated into 
the treatment plan. The charge nurse for each tour will orient nursing staff 
to the plan, and the lead clinician will reinforce IBP with patient 


3. Treatment team will monitor progress the patient is making in reducing risk 
of sexual incidents while in the CPEP: ER & EOU and on the IPS. 


4. Long term treatment interventions and aftercare planning should address 
medication management for appropriate diagnosis, therapy of trauma, 
support, and behavioral management plans. Substance use should be 
addressed. Internal medicine will address with the patient the health risks 
associated with sexual behavior and obtain consent for medical tests if 
indicated. 


E. Documentation: 


All staff involved in assessments and management of patients with sexual risk 
behavior will maintain detailed documentation in the EMR of their 
observations, assessments, and interventions. 


1. Nursing staff will re-assess patients at HIGH risk of self-harm daily utilizing 
screening tool until low risk 


2. Nursing staff will document every shift for patients on Constant, Visual 
Constant, Community Constant, and Close Observation with specific 
attention to follow-up of assessment and interventions related to sexual 
risk. 


3. Clinical risk assessment will be prominent in the Psychiatric Mental Status 
Examination and Formulation 


4. Psychiatrist in the CPEP: ER & EOU will document recipient’s assessment 
and pertinent changes every shift. 
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5. 


Psychiatrist in the IPS will document assessment in the admission 
psychiatric note and daily in progress note, as long as the patient remains 
at High Risk (NOT limited to first 5 days of admission only). 


. Treatment plan must reflect that risk was addressed with all patients at 


High Risk and interventions planned, both at managing the acute risk and 
addressing the long term issue. 


. Treatment planning documentation will be updated weekly and will 


address the progress toward treatment goals and reduction of sexual risk 
behaviors. 


. A the point of treatment when high sexual risk is resolved, the patient's 


attending psychiatrist must document in his/her note the assessment 
confirming this finding and the treatment plan must reflect ensuing 
interventions. 


. In the case of an event of sexual behavior, nursing staff and the 


psychiatrist on duty will document the behavior, the assessment and the 
initial intervention plan in the EMR. 


F. Reporting 


1. 
2. 


Each event of sexual behavior requires clinical review as per policy. 


All OMH reportable sexual events will be investigated and reported timely 
by BHS Risk Management. Tier 3 clinical review will be conducted as per 
policy. 


Vi. SPECIAL PROCEDURES: Children and Adolescents 


A. The nursing Assessment for all CPEP: ER & EOU minor patients (<18 years 
old) will include a screening tool identifying sexual risk factors to serve as 
decision support in assigning appropriate risk category. 


B. This screening tool will include questions about history of sexual victimization 
or aggression asked in a developmentally sensitive way. 


C. The RN doing the initial nursing assessment on the Child and Adolescent 
Psychiatric Inpatient Service (CAPIS) will address each risk factor listed in the 
Child/Adolescent Sexual Risk Behaviors tool to recommend a risk category: 
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1. HIGH RISK: Any positive answers to question 1-4 on the screening tool 
require the RN to notify the attending psychiatrist within 15 minutes. The 
psychiatrist will do an assessment focusing on potential for sexually 
reactive behavior within 30 minutes. 


2. LOW: Clinical determination of absent risk factors. 


Recipients of care categorized at HIGH risk of sexually reactive behaviors will 
require structured nursing observations using the observational assessment 
tool: Child/Adolescent Sexual Risk Behaviors. The tool will be administered 
and scored daily on Tour 2 until low risk. Score will be reported to the 
attending child psychiatrist. 


D. Guardians will be notified by the child’s clinician of any precautions institute to 
address any risk categorized as HIGH. 


E. All clinicians are mandated reporters and as such have a legal obligation to 
report to the NYS child abuse registry any and all instances of sexual abuse 
of minors. 
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It is the policy of Kings County Hospital Center (KCHC) Behavioral Health Services 
(BHS) that all recipients of care (patients) will be provided with a safe and humane 
environment and protected from harm. To that effect, all patients evaluated in the 
Comprehensive Psychiatric Emergency Program (CPEP): Emergency Room (ER) & 
Extended Observation Unit (EOU) and upon admission to the Inpatient Psychiatric 
Services (IPS) will receive accurate, complete and timely assessments and/or re- 
assessments for suicidal ideation and behaviors and related risk factors as part of 
their comprehensive clinical assessment. 


(COVER SHEET) 
I. POLICY STATEMENT: 


ll. PURPOSE: 


To establish guidelines for the early recognition, prevention, assessment, 
management and treatment of suicide risk for all patients evaluated in the CPEP: ER 
& EOU and those admitted to the IPS, and to establish a practice whereby these 
findings are integrated into the interdisciplinary assessments and treatment plans. 


lil. SCOPE: 
Applies to all patients in the CPEP: ER & EOU and IPS. 
IV. DEFINITIONS: 


Suicide: the death of a client caused by deliberate self-inflicted injury intended to end 
his/her own life. (NY State Office of Mental Health) 

Suicide Attempt: an act committed by a client in an effort to cause his or her own 
death. (NY State Office of Mental Health) 

Suicidal Ideation: thoughts killing oneself; severity of which can be determined by 
assessing the frequency, intensity and duration of these thoughts. (Centers for 
Disease Control and Prevention) 

C-SSRS: The Columbia Suicide Severity Rating Scale—Screen Version 
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V. RESPONSIBILITY: 
All interdisciplinary team members are responsible for the implementation of this 
policy. 


Vi. PROCEDURE: 
A. PREVENTION 
e Environment 


« Staff will orient the patient to the physical space upon arrival to CPEP or the 
IPS in an effort to minimize anxiety, confusion and/or fear. 


e Relationship with the patient 


* All clinical staff will be trained and capable of active listening, problem solving 
and suicide risk recognition, including the warning signs of risk. 


B. CLINICAL ASSESSMENT 


All patients admitted to CPEP: ER & EOU, or the IPS, will receive a timely and 
comprehensive interdisciplinary clinical assessment which will include a suicide 
risk assessment using the Columbia Suicide Severity Rating Scale (C-SSRS 
Screen Version -Attachment 1). This assessment is a process and not a single 
event, looking to identify risk factors, prevent and contain behaviors of risk, and 
inform treatment planning to include targeted goals, objectives and interventions, 
both short and longer term. The process begins with screening during triage in 
CPEP, continues with structured observations by nursing staff informing an 
assessment by the psychiatrist in CPEP, and is handed off to continue in the IPS. 


The clinical assessment of suicide risk will comply with current practice parameters 
for the assessment and treatment of suicidal behavior published by the American 
Psychiatric Association (APA) and the American Academy of Child and Adolescent 
Psychiatry (AACAP). 


1. Initial Suicide Risk Assessment — Nursing Assessment Triage in CPEP 


e Upon entering the CPEP, after registration and an initial search, the patient 
is directed to the Triage Nurse who completes the Crisis Triage Rating 
Scale (CTRS), and remaining Standard Work for nursing triage (see Triage 
Policy), within 30 minutes of arrival. 


e In addition to criteria for acuity set forth by CTRS, triage will include a 
suicide screening using the C-SSRS Screen Version (Attachment 1). 


The C-SSRS Screen Version will provide decision support in deciding the 
patient's suicide risk status: 


e NORISK: No positive responses on the C-SSRS Screen Version. No special 
precautions before full assessment is completed. 
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e LOWRISK: Patients who give a positive response to either question 1, or 
question 2, or question 3, or any combination thereof, on the C-SSRS 
Screen Version. Requires communication in shift-to-shift SBAR. RN informs 
the Deemed Provider of suggested risk level, need for C-SSRS Risk 
Assessment administration during initial evalluation and prior to discharge. RN 
also informs Deemed Provider/ Psychiatrist of need for Safety Plan prior to 
discharge. Close Observation should be ordered with focus on suicide risk. 


e HIGH RISK: Patients who respond positively to either question 4, or 
question 5, or question 6 on the C-SSRS Screen Version, or any 
combination thereof. This status requires immediate notification of a 
Prescribing Provider who will clinically assess the patient within 30 minutes. 
RN informs the Prescribing Provider of need for C-SSRS Risk Assessment 
administration during initial evaluation and prior to discharge. RN also informs 
Prescribing Provider of need for Safety Plan prior to discharge. The patient 
will be placed on 1:1 Constant Observation pending the assessment of the 
Prescribing Provider. 


2. Ongoing Suicide Risk Ressessment and Management (CPEP/EOB) 


For any EOB or CPEP patient identified by the CSSR-S Screen Version as 
LOW or HIGH suicide risk, nursing staff will perform a reassessment every 24 
hours using the existing Suicide Risk Reassessment Tool consistent with 
applicable risk-assessment policies. 


e The Prescribing Provider in CPEP will assess all patients triaged to Category 
A and patients in the HIGH RISK category in order to determine the 
appropriate level of observation, formulate the recipient's suicide risk, and 
plan specific interventions aimed at risk reduction. . 


e Patients with LOW suicide risk will be assessed by the Deemed Provider in 
CPEP within a timeframe according to the assigned triage category. 


e Nursing staff will maintain any ordered level of observation. 


e lf the patient is identified as HIGH risk the nurse will meet with that patient 
and review pertinent suicide-risk assessment tools within 24 hours. 


e Any patient assessed to be at LOW and HIGH risk for suicide will be 
discussed in treatment team huddles on all shifts. 


e The patient's environment will be evaluated on an ongoing basis, particularly 
after visiting hours, and potentially dangerous items removed. 


e Any clinician who finds a change in the patient's suicidal ideation will call the 
Deemed Provider, who will re-evaluate the patient within 30 minutes. 


o If the patient had not previously required the CSSR Risk Assessment, it 
will be administered as part of the re-evaluation 


DEPARTMENT MANUAL: BEHAVIORAL a eee 
HEALTH age 2 gare 
CATEGORY: ADMISSION AND ASSESSMENTS | —=S=~S 


SUBJECT: Assessment and Management of Suicide Risk in the Comprehensive 
Psychiatric Emergency Program (CPEP): ER & EOU and Inpatient Psychiatric Services 


e For patients in the HIGH suicide risk category, the Risk of Suicidal Behavior 
Screening Tool will be administered daily by nursing staff in the EOU. 


3. DISCHARGE FROM CPEP 


e Upon discharge from CPEP for any HIGH or LOW risk patient, the CSSRS 
Risk Assessment form will be completed again to assist in determining clinical 
safety to leave the hospital and that all modifiable risk factors have been 
addressed. 


e For those deemed at HIGH or LOW risk for suicide, a Patient Safety Planning 
Intervention (see Attachment 3) will also be implemented by a designated 
member of the interdisciplinary treatment team with the patient (and, 
whenever possible, with a collateral resource) prior to discharge with 
resources for community support dearly identified. 


o The completed plan will be reviewed by the patient's Prescribing Provider. 


e If the patient is clinically determined to have any risk of suicide at the time of 
discharge then there is documentation as to the reasoning and the safeguards 
that have been put in place to support the decision to discharge. 


e Every attempt must be made to communicate a patient's history of suicidal risk 
to the aftercare provider, family (depending on the patient's consent) and/or 
guardian. 


e Any patient discharged from the CPEP who was on HIGH or LOW risk must 
have a plan for follow-up care as appropriate. The clinician/psychiatrist will 
communicate this information to the next level of care. 


e Ifa patient is given a follow-up appointment with a non-HHC ambulatory 
behavioral health service, copies of all relevant clinical documentation as 
requested by the by the next level of care provider will be sent to that service. 


e Ifa patient is given a follow-up appointment with an HHC ambulatory 
behavioral health service, the relevant clinical documentation will be sent to 
that service or made available through the electronic record. 


4. ADMISSION TO INPATIENT FROM CPEP 


e When a patient at LOW or HIGH risk for suicide is admitted to the inpatient 
service from the CPEP, there will be both verbal and written communication 
with inpatient staff. This communication is documented in the progress note 
section of the patient's record. 


e Patients admitted to IPS remain at the level of observation previously 
determined by the CPEP Prescribing Provider. Upon arrival to IPS, the C- 
SSRS Screen Version will be completed by the inpatient nurse at the time of 
the initial assessment. 
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e Patients determined to be at HIGH risk at the IPS screening will be evaluated by 
an IPS Prescribing Provider within 30 minutes upon notification of the HIGH risk 
status by a nurse. 


o This evaluation will include the C-SSRS Risk Assessment (see 
Attachment 2) 


e The multidisciplinary treatment team will develop an Individualized Recovery 
Plan to address any modifiable suicide risk factors that are identified in the 
comprehensive assessment. 


5. ADMISSION TO INPATIENT FROM LOCATIONS OTHER THAN CPEP 


e For patients admitted to the inpatient service from a location other than the 
CPEP (e.g., medicine, other hospitals, etc.), the C-SSRS Screen Version will 
be completed by the inpatient nurse at the time of the initial assessment. 


e Patients determined to be at HIGH risk at the IPS screening will be evaluated by 
an IPS Prescribing Provider within 30 minutes upon notification of the HIGH risk 
status by a nurse. 


o This evaluation will include the C-SSRS Risk Assessment (see 
Attachment 2). 


6. Ongoing Suicide Risk Assessment and Management (IPS) 


For any IPS patient identified by the CSSR-S Screen Version as LOW or HIGH 
suicide risk, nursing staff will perform a reassessment using the existing 
Suicide Risk Reassessment Tool consistent with applicable risk-assessment 
policies. 

e Within twenty-four (24) hours of admission to the IPS, the psychiatrist in the 


IPS will complete an assessment to register and further integrate relevant 
suicide history and behavior observations. 


e Ifthe patient is identified as HIGH risk the nurse will meet with that patient 
and review the Personal Coping Skills plan for Suicide within 24 hours. 


e Any patient assessed to be at HIGH RISK for suicide will be discussed in 
treatment team communications including tour reports, morning reports and 
treatment planning meetings. 


e The psychiatrist in the CPEP: ER & EOU will document recipient's 
assessment and pertinent changes every shift 

e The assigned nurse will meet with the patient daily if on HIGH risk and weekly 
if at LOW risk to screen for suicidal risk. 


e The patient's environment will be evaluated for potentially dangerous items or 
other risk factors on every shift and after visiting hours. 
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e Where appropriate, HIGH RISK patients will be prioritized to have a 
roommate. 


e Any clinician who finds a change in the patient's suicidal ideation will call the 
Deemed Provider, who will re-evaluate the patient within 30 minutes. 
o Ifthe patient had not previously required the CSSR Risk Assessment, it 
will be administered as part of the re-evaluation 


e For patients in the HIGH suicide risk category, the Suicide Risk Re-Assessment 
Tool will be administered daily by IPS nursing staff. 


e A patient will remain on HIGH risk status until they are assessed LOW risk 
and the treatment team agrees that the risk status has decreased. 


7. DISCHARGE FROM INPATIENT 


e Prior to discharge, the Safety Planning Intervention Interview will be conducted 
and documented on the Patient Safety Plan (Attachment 3). 


e The Patient Safety Plan will be completed with the patient, and collateral if 
available. 

e Every attempt must be made to communicate a patient's history of suicidal risk 
to the aftercare providers, family (depending on the patient's consent) and/or 
guardian. 


e Copies of all relevant clinical documentation will be sent to the next level of 
care provider. 


C. COMMUNICATIONS 


e In order to ensure that pertinent information about suicide risk is communicated 
across all disciplines and for all shifts/ tours for all patients admitted/ transferred to 
CPEP/EOU/IPS the following lines of communication will be followed: 


e At every change of shift across all tours/ shifts the various disciplines will give 
verbal report on all patients with HIGH risk of suicide detailing obServed behaviors 
of risk and how they were addressed. 


e At every Unit Morning Rounds in the IPS all patients identified at high risk will be 
discussed with priority. Any suicide attempts will trigger a clinical review as per 
policy. 


D. INDIVIDUAL RECOVERY PLANNING 


e Suicide risk and planning of appropriate interventions must be addressed in the 
Initial Individual Recovery Plan for patients with HIGH risk of suicide within the first 
twenty-four (24) hours of admission to the CPEP; EOU or within 72 hours of 
admission to the IPS. The admitting nurse will address high risk in the intial IRP 
within 8 hours of admission. 
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e Integration in the treatment plan of psychopharmacological and psychosocial 
interventions targeting the underlying psychiatric condition, with interventions 
facilitating short term better self-management, will allow the patients an 
opportunity to be an active participant in maintaining his/her safety. 


e Recovery planning in the IPS should be based on in-depth understanding of the 
individual circumstances of each client and address long term issues contributing 
to the risk of suicide. 


e All patients in the IPS assessed to be at HIGH risk will be considered for an 
Individual Behavior Plan (IBP). The unit psychologist will assist the treatment team 
in the development and implementation of the IBP and the monitoring of the 
recipient's progress. 


E. DOCUMENTATION 


e As part of their progress note charting, nursing staff will document the patient's 
suicidal behaviors, thoughts, actions or concerns each for the first 72 hours on all 
new admissions regardless of risk. 


e The Attending Physician and other members of the Treatment Team in 
accordance with the facility's policies and procedures will document the findings of 
their screenings/reassessments in their progress notes.All staff involved in 
assessments and management of clients with suicide or attempted suicide will 
maintain detailed documentation in the EMR of their observations, assessments, 
and interventions. 


e Clinical risk assessment as well as acute risk assessment will be prominent in the 
Psychiatric Mental Status Examination and Formulation including the highlights of 
risks and protective factors. 


e The psychiatrist in the IPS will document assessment in the admission psychiatric 
note and daily in progress note, as long as the patient remains at High Risk of 
suicide (NOT limited to first 5 days of admission only). The psychiatric formulation 
will be updated at least weekly in the IRP. 


e Treatment planning must incorporate risk reduction goal for all patients at HIGH 
risk and list the interventions planned, both for managing the acute risk and 
addressing the long term issues. 


e Treatment planning documentation will be updated weekly, and will address the 
progress toward the treatment goal of reduction of suicide risk. 


e At the point of treatment when high suicidal risk is resolved, the patient’s 
attending psychiatrist must document in his/her note and treatment plan the 
assessment confirming this finding and ensuing interventions. 


e Inthe case of an event of increased suicidal ideation or attempted suicide, nursing 
staff and the psychiatrist on duty will document the behavior, the assessment and 
the initial intervention plan in the EMR. 
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F. REPORTING 
e Each event of suicide or attempted suicide requires clinical review as per policy. 


e All reportable suicide or suicide attempt events, will be investigated and reported 
timely by BHS Risk Management and, in addition a Tier 3 clinical review as per 


policy. 
G. CHILDREN AND ADOLESCENTS 
e Suicide attempts will be reported timely to the child's parent/legal guardian. 


e The assessment of suicide risk for children and adolescents includes the same 
components listed above with regards to prevention, assessment, management, 
and communication. 


e For any patient under 18 years old who screens positive for suicide risk on the C- 
SSRS Screen Version during triage, nursing staff will perform a reassessment 
using the Child & Adolescent Suicide Potential Index (CASPI) . The CASPI is a 
self-report questionnaire screening for risk of suicidal behavior in children and 
adolescents. 
e The CASPI is used to supplement clinical information gained from direct 
interviews of the patient, collateral information gathered from family and/or 
Care givers or providers of care and available prior medical records. 
e Whenever needed, the patient and/or his or her legal guardian will receive 
assistance with completing the CASPI. 
e Based on relevant clinical findings in combination with the CASP| total 
score, the patient will be assigned one of the following two risk categories: 
o HIGH: CASPI score > or = 11. Certain items on the CASPI, such as #25 
(1 thought of killing myself) and #26 (I have tried to kill myself) reflect 
serious risk no matter the total CASPI score. 

o LOW: CASPI score < or = 10. Requires no special precautions unless 
patient has indicated yes on the high risk items indicated above. 


e The CASPI will be administered daily for all patients assigned a HIGH 
suicide risk until the individual scores LOW for three (3) consecutive days 
and/or the interdisciplinary treatment team agrees that the risk status has 
changed to LOW. 


SPECIALIZED EARLY PSYCHOSIS TREATMENT UNIT 


e The assessement of suicide risk includes the same conponents listed above with 
regards to prevention, assessment, management, and communication. 


e Individuals under the age of 18 are screened using the tools for children and 
adolescents. Individuals 18 and older are screened using the tools for adults. 
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ATTACHMENT 1 


COLUMBIA-SUICIDE SEVERITY RATING SCALE 
Screen Version 


SUICIDE IDEATION DEFINITIONS AND PROMPTS 


Ask questions that are bolded and underlined. 


Ask Questions 1 and 2 


1) Wish to be Dead: 
Person endorses thoughts about a wish to be dead or not alive anymore, or wish to fall asleep 
and not wake up. 


Have you wished you were dead or wished you could go to sleep and not wake up? 


2) Suicidal Thoughts: 
General non-specific thoughts of wanting to end one’s life/commit suicide, “J’ve thought about 
killing myself’ without general thoughts of ways to kill oneself/associated methods, intent, or 
plan. 


Have you actually had any thoughts of killing yourself? 


If YES to 2, ask questions 3, 4, 5, and 6. If NO to 2, go directly to question 6. 


3) Suicidal Thoughts with Method (without Specific Plan or Intent to Act): 
Person endorses thoughts of suicide and has thought of a least one method during the 
assessment period. This is different than a specific plan with time, place or method details 
worked out. “J thought about taking an overdose but I never made a specific plan as to when 
where or how I would actually do it...and I would never go through with it.” 


Have you been thinking about how you might kill yourself? 


Suicidal Intent (without Specific Plan): 
Active suicidal thoughts of killing oneself and patient reports having some intent to act on such 
thoughts, as opposed to “J have the thoughts but I definitely will not do anvthing about them.” 


Have you had these thoughts and had some intention of acting on them? 


Suicide Intent with Specific Plan: 
Thoughts of killing oneself with details of plan fully or partially worked out and person has 
some intent to carry it out. 


Have you started to work out or worked out the details of how to kill yourself? D 
you intend to carry out this plan? 


Suicide Behavior Question: 


Have you ever done anything, started to do anything, or prepared to do anything to 
end your life? 

Examples: Collected pills, obtained a gun, gave away valuables, wrote a will or suicide note, 
took out pills but didn’t swallow any, held a gun but changed your mind or it was grabbed from 
your hand, went to the roof but didn’t jump; or actually took pills, tried to shoot yourself, cut 
yourself, tried to hang yourself, etc. 


If YES, ask: How long ago did you do any of these? 
* Over a year ago? ~- Between three months and a year ago? + Within the last three months? 


For inquiries and training information contact: Kelly Posner, Ph.D. 
New York State Psychiatric Institute, 1051 Riverside Drive, New York, New York, 10032; posnerk@nyspi.columbia.edu 
© 2008 The Research Foundation for Mental Hygiene, Inc. 


ATTACHMENT 2 
COLUMBIA-SUICIDE SEVERITY RATING SCALE (C-SSRS) 


Posner, Brent, Lucas, Gould, Stanley, Brown, Fisher, Zelazny, Burke, Oquendo, & Mann 
© 2008 The Research Foundation for Mental Hygiene, Inc. 


RISK ASSESSMENT 


Instructions: Check all risk and protective factors that apply. To be completed following the patient interview, 
view of medical record(s) and/or consultation with family members and/or other professionals. 


Suicidal and Self-Injurious | | itetime | Clinical Status (Recent) 
Behavior 


Interrupted attempt 


Aborted or Self-Interrupted attempt 


Other preparatory acts to kill self iE 


Command hallucinations to hurt self 


bel Highly impulsive behavior 
Substance abuse or dependence 


Agitation or severe anxiety 
Perceived burden on family or others 


Suicidal thoughts with method Chronic physical pain or other acute medical 
(but without specific plan or intent to act) problem (HIV/AIDS, COPD, cancer, etc.) 


Suicidal intent (without specific plan) |O) | Homicidalideation = 

Suicidal intent with specific plan | O | Aggressive behavior towards others 

Er | Method for suc avaible (gun pls 6) 

Recent loss(es) or other significant negative C] | Retises orfeis unable to agree to soe pian | 
event(s) (legal, financial, relationship, etc.) 


et Family history of suicide (lifetime) 
Pending incarceration or homelessness Protective Factors (Recent) 


Identifies reasons for living 


Self-injurious behavior without 
suicidal intent 


Suicidal ideation 
Check Most Severe in Past Month 


Wish to be dead 


Suicidal thoughts 


Activating Events (Recent) 


Current or pending isolation or feeling alone 


Treatment History 
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Previous psychiatric diagnoses and treatments 


Hopeless or dissatisfied with treatment | D | Fear of death or dying due to pain and suffering 
Non-compliant with treatment ree Belief that suicide is immoral; high spirituality 
gan Engaged in work or school 


Other Risk Factors Other Protective Factors 


Not receiving treatment 


Describe any suicidal, self-injurious or aggressive behavior (include dates) 


ATTACHMENT 3 


PATIENT SAFETY PLAN 


4. Place 


. Clinician Name 


Clinician Pager or Emergency Contact # 
. Clinician Name 

Clinician Pager or Emergency Contact # 

Local Urgent Care Services 

Urgent Care Services Address 

Urgent Care Services Phone 


Satety Plan Template ©2008 Barbara Stanley and Gregary K. Brown, is reprinted with the express permission of the authors. No portion of the Safety Plan Template may bo reproduced 
withoul their express, written permission. You can contact the authors at bhs2@columbia.cdu of qegbrow@mailsned.upenn.edu. 


The one thing that is most important to me and worth living for is: 
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SUBJECT: Assessment of Patients Brought to the CPEP in Full Body Restraint 


DATE FIRST ISSUED: July 2008 DATE LAST REVISED: January 2015 
DATE EFFECTIVE: March 6, 2015 SUPERCEDES: February 2010 
(COVER SHEET) 

l. POLICY STATEMENT: 


It is the policy of Kings County Hospital Center Behavioral Health Services to 
immediately assess all patients brought to the CPEP: ER by EMS or NYPD ina 
full body restraint. A full body restraint can places a patient at higher risk for 
injury. Once the patient enters the CPEP:ER, the treatment of such patient will be 
directed by the clinicians and the full body restraint will be removed immediately 
in order to allow appropriate clinical assessment and care to ensue. 


Il. PURPOSE: 
To provide a mechanism whereby patients brought in to the CPEP:ER in a full 
body restraint are immediately evaluated and assessed. 


Ill. SCOPE: 
This applies to all patients brought to the CPEP:ER. 


IV. RESPONSIBILITIES: 
All Behavioral Health CPEP clinical staff. 


IV. PROCEDURE: 
1. A patient who presents to CPEP: ER in a full body restraint must have the full 
body restraint removed immediately. 


2. There must be a sufficient number of staff on hand to ensure the safety of the 
patient and others in the ER, including an internist. 


3. The triage nurse will assess the patient, obtain vital signs so that further 
assessment and treatment recommendations can be made and the patient will 
also be assessed for level of risk of harm to self or others. 


4. The psychiatrist and internist present will evaluate the patient to ensure 
whether the patient is appropriate for evaluation in CPEP:ER or needs to be 
transferred to the Medical Emergency Department for evaluation of any physical 


injury(s). 


5. All non-arraigned prisoners in police custody who remain handcuffed as per 
NYPD Protocols, will be handcuffed to the bed frame and not to the side rails in order 
to ensure safety. 
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KEY WORDS: Restraints 


SUBJECT: Assessment of Patients Brought to the CPEP in Full Body Restraint 


(CONTINUATION) 


6. If there are any questions on the part of NYPD or other arresting official as to 
this procedure, they will be directed to an Administrator or Psychiatrist -in- 
Charge for clarification. 


7. All other patients (not in police custody) will be managed by clinical staff using 
least restrictive measures to ensure safety and avoid injuries to self and others. 


[Doe BT Name'Title 


REVISED David Estes, MD 
BY: Director, Medical Psychiatric 
Consultation Service 
REVIEWED | Regine Bruny-Olawaye, MD 
BY Director of CPEP 
R 


BY: AED — Behavioral Health Nursing 
Renuka Ananthamoorthy, MD 
BY: Chief of Service — Behavioral Health 
APPROVED | Opal Sinclair-Chung, RN 
BY: 


Chief Nursing Officer / Deputy 
Executive Director — Patient Care 
Services 


BY: Chief Medical Officer 
Ernest J. Baptiste 
BY: Executive Director 


CRISIS 
INTERVENTION 


TECHNIQUES 


Not paying attention to undesirable 
behavior. Instead, choosing to focus 
on the need or emotion of the 
recipient; what is bothering them. 


REASSURANCE 


This technique has 3 elements; 
reminding the recipient of past 
successes, letting them know that 
they have the ability to be successful 
Tameat-MelUlan-lajmecyiaer-lateam-lalemiavielsnaliare| 


them that you are able and willing to 
help them deal with the problem. 


To agree in part to criticism or verbal 
attacks, or to find some part of what 
the person Is saying that you can 
agree with. Humor can be helpful. 
The goal is to join with the recipient. 


PANRSY-} <i] ale ole] 8) 00) a Molt] a(erom (omer) (er=| B 


1. Move to the safest shoulder side for you. 
2. Slide one foot back. 
3. Legs slightly bent at the knees. 
4. Feet approximately 18 inches apart, back foot in a 
10:00 or 2:00 position, front foot at 12:00 position. 
5. Hands above the belt line. 


Therapeutic touch is a powerful 
non-verbal message when you have a 
therapeutic relationship with the 
recipient. There are 3 places to touch 
in a therapeutic manner: top of the 
wrist, top of the shoulder, and tip of 
the elbow. 


PROXIMITY 


WEViale=liaviatemslanatsm(svarenaal 


Giving a recipient your undivided 
attention for a specific period of time 
-5 to 10 minutes. 
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SUBJECT: ELOPEMENT RISK 


DATE FIRST ISSUED: December 2008 DATE LAST REVISED: December 2014 
DATE EFFECTIVE: March 3, 2015 SUPERCEDES: March 2012 
(COVER SHEET) 


POLICY STATEMENT: 


Itis the policy of Kings County Hospital Center Behavioral Health Services that 
all Recipients of Care (ROC) will be provided with a safe and humane 
environment and protected from harm. To that effect all ROC evaluated in the 
Comprehensive Psychiatric Emergency Program (CPEP): ER &EOU and upon 
admission to the Psychiatric Inpatient Services (PIS) will receive complete, accurate 
and timely assessment for risk of elopement. Patients who represent a high risk or who 
show strong potential to escape from a psychiatric unit in Psychiatry should be placed 
on Elopement Precaution Status. 


PURPOSE: 


To establish a mechanism whereby the ROC at risk of elopement is properly identified 
and necessary precautions are taken to reduce the risk. 


SCOPE: 


Applies to all ROC in the CPEP: ER & EOU and PIS. 


RESPONSIBILITY: 


All interdisciplinary team members are responsible for the implementation of this 
policy. 


PROCEDURE: 


A. PREVENTION 
1. Environment 


Staff will orient ROC to the physical space upon arrival to CPEP or the PIS in 
an effort to minimize anxiety, confusion and/or fear. 
2. Staff procedure for Exiting and Entering Unit: 
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SAFETY 


SUBJECT: ELOPEMENT RISK 


e¢ Prior to opening the door to enter the unit, utilize the window to look into 
the unit and determine that the area is clear of people. 

e Prior to opening the door to exit the unit, make sure that the area 

around and behind you is clear of anyone other than staff. 

Swipe your ID to open door. 

Step inside/outside the unit closing door behind you. 

Check door to ensure that magnetic lock has engaged. 

Do not hold open doors for any extended period of time. 


3. Relationship with Clients 
All clinical staff will be trained and capable of active listening, problem 
solving and elopement risk recognition, warning signs. 


B. CLINICAL ASSESSESSMENT 


All ROC admitted to CPEP: ER or EOU and the PIS will receive a timely and 
comprehensive interdisciplinary clinical assessment — which will include an 
assessment of risk of elopement. This assessment is a process and not a single 
event, the process begins In CPEP, continues with observations by nursing staff 
informing an assessment by the psychiatrist in CPEP, and is then handed off to 
continue in the PIS 


1. Initial Elopoement Risk Assessment 


e The Nursing Assessment for all CPEP:ER,EOU and PIS ROC will 
include screening for signs of elopement. 

e When a patient screens positive for elopement risk, the RN will apply a 
green color ID band (signifying high elopement risk); notify the psychiatrist 
and document in their note the screening outcome. 

e The psychiatrist will perform an elopement' risk assessment and 
document the need for precautions, observation level changes and any 
additional interventions needed for the ROC 


2. Ongoing Elopement Risk Assessment and Management 


e The Elopement Risk Assessment Tool will be completed by primary nurse or 
designee DAILY on Tour 2 or 3 for all ROCs assessed to be a risk for 
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elopement by the psychiatrist. This will continue until it is negative with the 
exception for history of elopement. 

e Regardless of any prior risk status, the CPEP: EOU or Inpatient RN will 
immediately assess and ROC that begins to demonstrate or verbalize 
elopement thoughts and/or behaviors. In addition, if the tool identifies a risk, 
the RN will apply a green color ID band (signifying high elopement risk) and 
notify the psychiatrist of such change and the Psychiatrist will assess the 
patient as per procedure(s) above. 

e ROCs leaving the unit for a medical procedure, medical ED visit, clinic visit 
or court appearance, are escorted by Hospital Police and on nursing staff. 

In addition: 

o If the need for leaving the unit Is for a medical reason, the medical 
consultant must document the medical necessity in a progress note. If 
at risk for elopement, the psychiatrist will assess the risks versus 
benefits of the need to leave the unit. If the psychiatrist determines 
that the necessity outweighs the risk of elopement, they enter an 
order allowing the ROC to leave the service with appropriate 
precautions. 

o If not previously determined to be at risk for elopement, the nurse 
will administer the elopement tool within 30 minutes of the patient 
leaving unit (except for medical emergency Code — 66 and 99) to 
ensure that the risk level has not changed. This result will be 
provided to the psychiatrist who will assess the ROC, determine the 
risk and enter the order allowing the ROC to leave the service with 
appropriate precautions. 

e ROCs leaving the service for aftercare planning appointment are escorted by 
Social Work staff. The ROC needs to be under voluntary legal status and aware 
of their rights under this status. The psychiatrist will enter an order allowing the 
ROC to leave the unit. 

e The psychiatrist will document their assessment in their progress note. 

e Patients on elopement precautions will wear their street clothing unless 
medically contraindicated. 

e Elopement precautions will be added to the patient’s Individual recovery plan. 
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3. To assess a patient’s risk of elopement, factors should include but are not limited 


to: 


If the patient wishes to be in the hospital and motivated for treatment 

The patient verbalizing a request to leave the hospital 

The patient placing a notice to leave in writing (72 hour letter) 

If the patient is agitated and angry about having to remain in the hospital 

If the patient made attempts to leave the unit or observed to be in the vicinity of 
the door or exit for long periods of time 

If the patient recently converted to involuntary status or court ordered retention 
Does the patient have previous history of escape or elopement 

Has the patient ever failed to return from pass 

If the patient is a smoker, willingness to use smoke cessation products 

Other factors from the patient’s pathology or behaviors that 

suggest the patient may attempt to elope or escape. (These factors 

should be clearly documented in the medical record) 

If the patient is at risk for self-harm or harm to others, the potential 

this may influence the patients’ wish to elope 


C. INTHE EVENT OF ELOPEMENT 


1. 


As soon as the patient is noted to be missing or noted to elope, staff on the 
scene will announce over intercom “Code Eagle”, identifying the unit and stairwell/ 
exit door used for elopement. The nurse in charge will call Hospital Police 
regardless of the patient’s legal status at the time of elopement. The report should 
include the name of the patient, his/her legal status, the circumstances under 
which he/she was last seen, his/her own address and phone numbers as well as 
that of the next of kin. There should be a description of the patient's attire, 
identifiable physical traits, mental condition and whether or not he/she is considered 
dangerous to self or others. 


In addition to Hospital Police, the following persons must be notified as soon as the 
elopement is discovered: 

e By Charge RN: ADN/Manager or Supervisor, hospital police 

e By ADN: Unit Chief/ PIC and Internist 

e By ADN: HP after determination by MD if NYPD is required to be notified. 

e By Unit Chief: Director of Service 

e By Psychiatrist: Family, Mobile Crisis Team if clinically necessary 

e By ADN: Risk management 
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3. The patient’s attending psychiatrist or PIC, if after usual business hours, will 
document the elopement and the family notification in the chart. 


4. If the patient returns prior to having been discharged, he/she will be evaluated on 
the unit by the on-call physician and will submit appropriate specimens for 
toxicology screening. 


5. If the patient returns after having been discharged, he/she will be processed as a 
new admission. 


6. In the event of an elopement, the patient will be discharged after 24 hours from the 
time of elopement. The MRL worker will conduct outreach efforts to re-engage the 
ROC. 
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Instructional Notes 


Slide 1: Title Slide and Icebreaker 


PREVENTING AND 
WAN TEN 1 TCR GI RS Bs 
SITUATIONS 


= LULU 


Since many of the program participants may be new to healthcare, new toa 
specific facility, or both, the trainer should facilitate one of the following 
Icebreaker Exercises while the co-trainer records expectations on newsprint: 


1. DYAD INTRODUCTION — Ask Participants to work with a partner. 
Groups should spend two (2) minutes learning about each other (i.e. 
name, position, length of time with the facility, what they hope to gain 
from the program, plus some information not commonly known, such as 


a hobby). Each person then introduces their partner to the larger group. 


2. BEST THING THAT HAPPENED — Individuals introduce themselves 
to the larger group. In addition to providing their name, position, etc., 
trainer asks them to share the best thing that happened to them 
recently and what they hope to gain from this program. 


3. THE ONE THING | WANT TO LEARN TODAY — Each participant 
introduces themselves to the group and completes the statement of 
what they hope to learn. Record answers on newsprint for reference. 


4. GUARANTEED TO FAIL — Welcome participants and tell them you 
are going to start with an individual brainstorming activity. Ask each 
participant to respond to the following question: “What can | do to 
ensure this workshop is absolutely useless for me?” 


5. PRISONER/VACATIONER/EXPLORER — Ask each person to 
introduce themselves and identify themselves 
prisoner/vacationer/explorer and why. 
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Trainers should explain 
what the PMCS course 
is. 


Instructors should 
facilitate the group for 
responses. 


Record the participant’s 
responses on newsprint 
and segue to the 
purposes of the program 
if you use the “One 
Thing | Want To Learn 
Today” icebreaker. 


Trainer should take light 
hearted approach with 
Guaranteed to Fail. 
After all have shared 
and had some fun with 
this exercise, refocus 
the group on what they 
may get out of the 
program. 


Trainer should indicate 
that all choices are ok 
and most participants 
can probably identify 
somewhat with all three 
(Prisoner/Vacationer/Ex 
plorer) 

As trainers, our goal 
would be to provide a 
program that would 
change prisoners and 
vacationers to explorer 
by the end of the 
program. 
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Slide 2: Program Objectives 


(5 minutes) 


a 


PROGRAM OBJECTIVES 
a 


Demonstrate increased awareness of conditions leading to 
aggressive behavior 


Recognize the patterns or cues which precede a recipient crisis 


Demonstrate a specific awareness of the factors leading to a 
potential crisis situation 


Possess a wide range of interventions 

Possess the ability to function in a coordinated manner with other 
staff 

Identify components of Trauma Informed Care, Recovery/Resiliency, 
and the importance of a therapeutic environment 


Identify the PMCS role in the Six Core Strategies 


Trainers should ask participants to think about how difficult it is to use crisis 
intervention techniques versus letting human emotions drive your response. 
Trainers should remind participants that it’s easy to be rational in hindsight 
and when you’re not immediately in the middle of the crisis situation. 


Demonstrate increased awareness....|n this class we will look at both 
staff and recipient behaviors and what may cause people to make pro- 
social or rational choices, versus having an emotion reaction. We will 
talk about how biology, psychology and the environment can affect both 
staff and recipient choices and potentially lead to violence. 

Recognize the patterns or cues...In PMCS we will spend a lot of time 
emphasizing how critical it is to notice individual recipients behaviors. 
We will learn how recognizing patterns and cues are the key to our 
being able to identify effective interactions/interventions and identify 
workable replacement behaviors. 

Demonstrate a specific awareness...We will look at the factors we 
bring to the treatment environment through our rules, attitudes, 
personal histories and choices. We will look at what drives recipient and 
even staff behavior in various situations. 

Possess a wide range...PMCS provides a full range of verbal and 
non-verbal interventions to employ. We will learn a continuum, or 
structure of how and when to integrate our interactions/interventions 
and we will practice the specific interventions to build proficiency. 
Possess the ability to function...We will learn how it is necessary to 
approach all aspects of treatment from a team prospective. From our 
assessments, documentation and treatment planning, to how and when 
and who should be taking on a role in intervention. 

Identify components of...We will start to become aware of how much 
trauma affects everyone on our system of care and directs how we 
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Expand briefly on each 
bullet; trainers are often 
tempted to teach more 
information than is 
needed here. Each of 
these topics will be 
taught in much more 
detail during the 
program. 


Note: Trainers should 
show the slide 
presentation of excerpts 
from the “Current 
Assumptions Regarding 
Seclusion and Restraint 
Use” provided on the 
PMCS CD as an 
introduction to the 
PMCS training. This 
presentation should be 
presented as a looping 
Slide presentation for 
participants to read as 
they enter the room prior 
to the start of the 
program or during break 
times. This slide show 
may also be presented 
as an introduction to 
Module 5. Trainer 
should link the 
information contained in 
these slides to the 
importance of the PMCS 
training program in 
preventing crisis 
Situations and the 
corresponding 
elimination or reduction 
in the use of seclusion 
and restraint. This will 
result in a safer and 
more therapeutic 
environment for both 
Staff and recipients of 
service. 
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must act on this knowledge. An understanding of the specific effects of 
trauma on any individual person in our care should inform every 
decision we make about that care. Since trauma affects the majority of 
people in our care, it must then be a large factor in the way we set up 
every aspect of our hospital culture. We also need to focus on each 
individual’s recovery process, resiliency being a part of it. People 
should feel empowered to make the decisions about their goals and 
future. The “team” will then provide support, encouragement, and 
learning. 

e Identify the PMCS role...We will learn how PMCS is fully consistent 
with and integrates a nationwide initiative to reduce restraint and 
seclusion known as “The Six Core Strategies.” 
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Module 1 


Foundation 


Purpose 


The purpose of this module is to review with participants the goals, focus, and purpose of the 
Preventing and Managing Crisis Situations (PMCS) training curriculum. 


Learning Objectives 
At the conclusion of this module, participants will be able to: 


1. Evaluate the purposes, benefits and limitations of the Preventing and Managing Crisis Situations 
(PMCS) program. 


2. Explain the Preventing and Managing Crisis Situations (PMCS) process and approaches. 


3. Analyze the conditions necessary to maintain a safe, therapeutic and trauma sensitive, and 
recovery focused environment. 


4. Identify components of Trauma Informed Care (TIC) and Recovery/Resiliency environments. 


Suggested Time 
The suggested time for this module is approximately 80 minutes. 
Training Activities Slides associated with this Module 


1. Introductions/Ice Breaker Activity # 3 thru 12 
2. Minding your “P’s and C’s” (optional) 


3. Trauma Informed Language (optional) 
Preparation 


Newsprint 

Easel 

Markers 

Masking Tape 

PMCS PowerPoint Slides 
Blank paper for each table 


OAR ON = 
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Slide 3: Learning Objectives: Module 1 (2 minutes) 


LEARNING OBJECTIVES 


— MODULE 1 Again, trainers should 
——————————————— : 
briefly expand on each 


bullet, as they will be 


Evaluate purposes, benefits, and limitations of the further expanded on and 
program taught in the module 
and throughout the 
Explain the process and approaches curriculum. There is no 
Analyze conditions necessary to maintain a safe, need to teach anything 
therapeutic, trauma sensitive and recovery focused here. 
environment 
Identify components of Trauma Informed Care (TIC) 
and a Recovery /Resiliency focused environment 
e Evaluate purposes, benefits, and limitations...we will begin to 
address the purposes and benefits for all involved in our work, and the 
natural limitations of this program. “What's in it for you?” 
e Explain the process...how we do what we do in PMCS. The 
approaches have become a part of our logo on the cover. The 
approaches lead the way we deliver our care. 
e Analyze conditions necessary to maintain...a therapeutic 
environment in which recovery occurs, and people are not further 
traumatized. When people feel safe they can focus more on the issues 
related to their hospitalization. Trauma sensitive so we do no further 
harm. 
e Identify components of...We will start to become aware of how much 
trauma affects our recipients and directs how we must act on this 
knowledge. An understanding of the specific effects of trauma on any 
individual person in our care should inform every decision we make 
about that care. Since trauma affects the majority of people in our care, 
it must then be a large factor in the way we set up every aspect of our 
hospital culture. 
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PURPOSES /BENEFITS OF PMCS 


eee 
Maintain the safety of all 
Recognize causes of aggressive behavior 


Identify appropriate staff responses 


Bib eo 


Creation of a therapeutic environment, including trauma 
informed and recovery focused 


Oo 


Elimination of recipient abuse and coercion 


Oo Work with the recipient to develop appropriate responses 
to stressful situations in order to maintain or regain control 


Oo Apply uniform principles for preventing and managing crisis 
situations 


OC Promote team treatment 


The PMCS training curriculum has many purposes and benefits. Some of 
these purposes and benefits are easily recognized and immediately effective. 
Others are more long term and not readily apparent. PMCS positively affects 
both staff and recipients, and supports recovery for recipients. 


Maintain the safety of all... A safe environment represents an 
environment in which recovery can occur. Safety refers to emotional 
and psychological well-being as well as physical. Fewer psychiatric 
emergencies result from early recognition of escalating behavior, 
effective interaction/intervention, and improved communication and 
rapport. A safe environment is obtained through the use of the skills 
used in this program and through proactive methods. 


Recognize the causes... All behavior has meaning and purpose, and 
is driven by underlying needs, conflicts, and problems. Many causes of 
behavior are a result of trauma; it cannot be overlooked. In addition, 
the cause of aggressive behavior may not be immediately recognized, 
especially by the recipient. Special attention needs to be placed on 
identifying those issues affecting behavior and the appropriate 
interventions to keep a crisis from occurring or escalating. 


Identify appropriate staff responses... Early recognition and 
interaction can offset the progression of aggression. Also, the use of 
appropriate interaction/intervention by staff builds rapport and models 
appropriate behavior for the recipients. PMCS increases staff skills and 
competencies by providing a variety of safe and humane methods to 
handle aggressive behavior; emphasizes the use of verbal and non- 
verbal calming techniques; and provides a forum to focus on the topics 
that create difficulty while leading to improved competency and 
knowledge of how to handle those situations. Staff become role models. 


| Training Methods 


Adult participants need 


to know, “What’s in it for 
me”, so trainers must 
sell Module 1. As you 
teach the purposes and 
benefits the aim is to 
find the one that each 
participant will buy into 
about the program. 


It may be helpful to use 
the following question as 
an example after 
discussing the bullets: 
“How many of you 
always stay within the 
speed limit?” 


Trainer can follow up 
that question to the 
participants with the 
following questions: 


Do you break 
rules? 

Do you expect to 
have 
consequences 
every time? 

Do we hold 
recipients to a 
greater 
standard? 

What is the 
speed limit on 
the living unit? 
Can we be more 
flexible since it 
results in fewer 
psychiatric 
emergencies? 
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Creation of a therapeutic... A therapeutic environment enhances 
emotional growth and security; ensures that recipients are part of the 
decision-making process; provides recipients with the opportunity to 
learn coping skills; and allows the recipients to maintain the highest 
level of control due to an expectation of appropriate behavior. The 
creation of a therapeutic/trauma informed care environment addresses 
both a recipient’s physical safety and emotional safety. We need to 
recognize that many of our recipients have experienced trauma, and 
therefore we must be trauma sensitive for all. It also means being 
supportive of a recipient's goal’s and their meaning of recovery. Always 
offering hope! 


Elimination of recipient abuse... Appropriate interaction between staff 
and recipients is clearly distinguishable from allegations of abuse, and 
the interventions in this program have been evaluated and approved. 
PMCS is a safeguard, it eliminates that abuse occurred when used 
correctly by staff. When PMCS has been used staff should have no 
reason to fear or be angry about any investigation that may occur. 


Work with the recipient... Staff must provide recipients with feedback, 
teaching, and modeling of appropriate behaviors. In addition, emphasis 
should be on the person, not the behavior. Staff should empower 
recipients to make choices, and find a skill that will work and is 
practicable, in other words; something easy to do, something a person 
can do almost anywhere and in any situation. Stressful situations are 
different for each person. Many recipients are admitted due to having 
difficulty handling the stressors in their life; their responses may not be 
safe or appropriate. But our responses to our patients must be 
appropriate so that learning can take place. 


Uniform principles for... When the principles and concepts of PMCS 
are applied consistently and appropriately by all staff, it improves the 
quality of care. PMCS promotes a team approach by actively involving 
all members of the team to improve morale, safety, and care of the 
recipient. PMCS does not work by itself, it takes a team approach; all 
of us applying the principles and techniques. This uniform, standard 
curriculum is sanctioned by the Office of Mental Health; is required by 
policy (OMH Policy Manual Section PC-701and PC-050); and helps to 
reduce the effects of staff movement from shift to shift, unit to unit, and 
even facility to facility. If we are all on the same page the recipients will 
always know what to expect from us....a therapeutic response. 
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A helpful example when 
discussing the creation 
of a therapeutic 
environment is the 
“piano” analogy. One 
cant play the piano for 
the first time without 
mistakes. Everyone 
needs to keep practicing 
and working together 
toward the creation of a 
therapeutic 
environment. 

Another analogy to use 
could be the first time 
you drive a car and all 
the feelings and skill that 
change with time and 
practice. 


Instructional Notes | Training Methods 


Slide 5: Limitations of the PMCS Program (8 minutes) 


LIMITATIONS OF THE PMCS 


PROGRAM 
i SSS Ss 


Reduces rather than eliminates aggressive behavior 


Reduction in aggressive incidents may not be 
readily apparent 


Proficiency requires practice 


Facility and Individual culture change is necessary 


Perception of recovery for recipients 


e Reduces rather than...There are no guarantees in behavioral 
sciences, so we can only reduce aggressive behavior. Aggression is a 
part of human existence. Sometimes an aggressive response is the 
best that someone can do, because it is all they know. There may be 
instances in which the therapy we provide does not work for a particular 
recipient. Sometimes patients are drug-resistant, or due to a medical 
condition cannot take a psychiatric medication that is effective for their 
diagnosis. In addition, keep in mind that a traumatized person may 
respond aggressively; that does not necessarily equate to dangerous 
behavior, it is their learned response. 

e Reduction in aggressive incidents... The reduction may not be readily 
apparent for several reasons; the changes may be subtle and we miss 
them; for example if a staff feels targeted, any aggressive behavior 
feels like a big deal. Change takes time because we as humans 
typically resist change for fear of losing control. Staff need to 
consistently develop new skills and not fall back on old habits and ways 
of doing things. Conversely, the recipients need time to practice the 
new skills we are modeling. 

e Proficiency requires practice...In order to become proficient in 
anything we do, it takes practice. Our recipients need that same 
practice time to learn and become proficient in their skill of self-control 
and self-soothing. Making mistakes does not mean failure; it simply 
means more practice is needed. 

e Culture Change is Necessary...The principles of PMCS must be 
accepted by all of the people that care for recipients of service; if people 
do not support the values, a therapeutic, trauma-sensitive, and recovery 
focused environment will not exist. This includes supervisors; middle 
management and administration. It can be difficult for some people to 
“buy-in” for many reasons. They fear change and loss of control, rely 
on traditional ways and habits of caring for recipients, or believe it will 
not work. 

e Perception of ...Recovery is a very individualized definition and is 
defined by the person in recovery, not by staff. However, there are 
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some common criteria related to definitions. They are having a home, 
reliable transportation, a meaningful role in society, a social support 
system, and meaningful relationships. Not very different from what we 
all would like. The direction that OMH is taking will support and 
empower people in the recovery process. Staff should always offer 
hope and help. 


Slide 6: PMCS Integration with other programs/initiatives (10 minutes) 


PROGRAMS INITIATIVES 
= 


PMCS INTEGRATION WITH OTHER 


The PMCS curriculum enhances and supplements: 


Risk Management 


STEP, Trauma Informed Care, Recovery 101 


Other training programs/initiatives at facilities 


The Six Core Strategies: 


Leadership toward organizational change 
Use of data to inform practice 

Workforce development 

Use of Seclusion/Restraint prevention tools 
Consumer roles in in-patient settings 
Debriefing techniques 


The Justice Center and The Joint Commission (TJC), expect reduction in the 
use of restraints/seclusions and coercive behavior. 


The National Association of State Mental Health Program Directors 
(NASMHPD) also supports a reduction in the use of restraints/seclusions and 
coercive behavior. As a result, they developed the Six core strategies that 
have been adopted by OMH as standard practice. PMCS developed before 
the Six Core Strategies, and what is advocated by PMCS is further supported 
by the Strategies. 

A thumbnail sketch of the Six Core Strategies: 


1) 
2) 


3) 


4) 


5) 


6) 


Clear leadership and direction is necessary. A vision and mission 
statement that holds people accountable to that plan. 

Use data collected in a non-punitive, though positively competitive way. 
Set improvement goals. 

Creation of a treatment environment whose policy, procedures and 
practice are based on the knowledge and principles of recovery and the 
characteristics of trauma informed care. 

Use of a variety of tools and assessments that are integrated into facility 
policy and procedures and each individual recipient's recovery plan. This 
strategy in particular relies heavily on the concept of individual treatment. 
Full and formal inclusion of recipients, children, families, and external 
advocates in various roles and at all levels of the organization. 

Thorough analysis of every R/S event. A secondary goal is to mitigate the 
adverse and potentially traumatizing effects of any R/S event for all 
involved. 


| Training Methods 


When presenting this 
Slide, emphasize how 
existing training 
programs complement 
one another. PMCS is 
another tool that helps 
Staff help recipients; 
there are other 
programs and initiatives 
designed to help 
recipients recover, and 
keep everyone safe, 
which complement 
PMCS. 


It is important that 
participants understand 
that no single program 
can provide all the 
information that is 
needed to successfully 
prevent and manage 
crisis situations. 


PMCS and Risk 
Management will ask the 
question, “Are we 
dealing with mentally ill 
people effectively and 
helping them towards 
recovery?” We have the 
same goal. 


Trainers should become 
familiar with statewide 
OMH initiatives, as well 
as their facility initiatives, 
including Risk 
Management, Safe and 
Therapeutic 
Environment Plan 
(STEP), and other safety 
and violence prevention 
efforts. 


Emphasize the ongoing 
effort to improve 
competency. 


Ask participants to 
identify programs at their 
facilities that address 
these issues. 
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Slide 7: Approaches to PMCS (10 minutes) 


APPROACHES TO PMCS 
_——_ | 


Emphasis is on prevention and being pro-active 


Integrated team effort 


Humane approach 


Individualized, person- centered 


Recovery /Resiliency focused 


Trauma informed 


Emphasis is on prevention...A therapeutic approach begins with 
building a rapport and helping the recipient to learn new coping skills; 
that is the best form of prevention. Being pro-active means being there 
and willing to use the tools of early assessment and early intervention. 


e Integrated team effort...When we are all on the same page, we 
ensure a unified, therapeutic approach and consistent application of the 
principles and concepts of PMCS. 


e Humane approach... Follow the “platinum rule”; treat everyone the 
way THEY want to be treated. In addition, staff must always remain 
trauma sensitive. Being humane means “keeping your heart.” 


e Individualized, person-centered...The application of interventions is 
tailored to each individual recipient; one size does not fit all. A 
recipient’s treatment plan is individually tailored based upon his/her 
diagnosis, symptoms, and individual needs. Our approach should be 
individualized as well. Being person centered is a concept based on 
the idea that the person with the diagnosis and illness drives their 
treatment, but the team gives unconditional support and assistance. In 
addition, PMCS is also driven by what the recipient needs, not the 
needs of the staff or facility. 


e Recovery...Focusing on a person’s strengths, goals, and wishes for 
their recovery. It is about supporting their journey not what we believe is 
“good” for the person. Building resiliency also supports recovery. 


e Trauma Informed ...Being trauma informed means that staff have an 
understanding of the vulnerabilities and/or triggers of trauma survivors 
that traditional service delivery programs’ approaches may exacerbate 
(worsen) their condition. Traditional service programs focus on 
compliance rather than inclusion of the person in treatment. 


| Training Methods 


You can think of the 
word “approach” in 
different ways. It could 
be the values or goals of 
PMCS. Or, even the 
way you approach a 
person you are treating. 
Define it for the 
audience in a way that 
makes sense and is 
meaningful. It is how we 
make PMCS happen. 
You can also look at it 
as a problem solving 
Slide, if a team is not 
using one or more of 
these approaches there 
is a problem in our care. 
And finally, you can 
teach it as: | will only 
hire people that have 
these qualities and 
beliefs to care for 
patients. 


OMH also recognizes 
and encourages a 
Person Centered 
Approach. Its meaning 
is defined for you in the 
individualized 
information. 


Resiliency is defined as 
the ability to bounce 
back. 
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Slide 8: What does it mean... (2 minutes) 


WHAT DOES IT MEAN TO BE TRAUMA 


INFORMED? 
— 


a Realizing the widespread impact of trauma and the 
potential paths for healing 

O Recognizing the signs and symptoms of trauma in staff, 
recipients, and others within the system 

Oo Responding by fully integrating knowledge about trauma 
into policies, procedures, practices, and settings 


e Realizing...It is not enough to realize and recognize trauma, we must now 
respond and meaningfully change or continue to change our culture. And not 
only the work culture, but it is also imperative to change our personal culture 
and the quality of the care we deliver. Staff and the environment we are 
create are a path for healing, we sometimes have to convince recipients that 
they are in a safe place and we truly want to help. 

e Recognizing...Presume that every person within our system of care has 
been traumatized, universal precautions. You do not have to make that 
presumption of staff but it is a possibility to consider. That universal 
presumption should then direct our approach to people. 

e Responding by...Fully integrating (meaning to join or unite) this 
knowledge will support a recovery focused, person centered, and trauma 
informed environment. It is important to acknowledge that often it is the 
“unwritten rules and policies” that may be difficult to fully integrate. Units, 
shifts, even particular groups of co-workers develop habits and routines that 
become “policy” and are most difficult to change. For example a “new” 
recipient is admitted or staff hired and they are often given certain 
expectations for the unit or shift. Staff may say something like “this is the way 
we do things here.” This is often the beginnings of a relationship that is not 
collaborative or trauma sensitive for anyone. 

As humans we resist change and hold on to things that make us feel in 
control and in charge, but those may be the very things that trigger traumatic 
behavior responses in people. 
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Make a brief transition 
here for the class. We 


will focus on 1 approach 


to PMCS in particular. 
trauma informed care. 
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Slide 9: Typical Trauma-Related... (3 minutes) 


TYPICAL TRAUMA RELATED SYMPTOMS 
> SEES | 


Dissociation Numbness 

Flashbacks Depression 

Nightmares Substance abuse 
Hyper-vigilance Self-injury 

Terror Eating problems 

Anxiety Poor judgment 

Pejorative auditory Aggression 

hallucinations Difficulty problem solving 


These symptoms can develop quickly and potentially resolve as the person 
heals, others remain and become an everyday part of the person’s response 
to the environment around them. Some of these symptoms are often 
overlooked and labeled as “borderline” or “manipulative” and under identified 
as trauma symptoms. Or staff don’t make the connection that these 
behaviors may be related the trauma a person experiences. 

We sometimes get angry at the people we serve. We might say or think 
things such as: “They're not working hard enough,” that “They are trying to 
make our lives difficult,” “They're doing this on purpose,” or “They’re 
manipulative.” 


Slide 10: How those behaviors... (6 minutes) 


HOW THOSE BEHAVIORS ARE 
INTERPRETED BY OTHERS... 

| 
a Aggression in new situations or with new people 


a Power struggles and fear in the context of rule 
enforcement 


Oo 


Disengagement as a means of defense 


Oo 


Interpretation of law enforcement as predatory 
Oo “Minor” events becoming catastrophic reactions 


What is more likely the case is that some people; because of their history and 
the chaotic settings they come from, have developed challenging, 
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Pejorative is defined as 
ever increasing. So that 
can mean they become 
louder, more frequent, 
or even more degrading 
or harmful to the person. 
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maladaptive behaviors. These behaviors are important and have been helpful 
to surviving in these difficult environments. When traumatized people come 
to our units, we have to convince them that our programs are different. Our 
healing programs are probably not like the environment that they were in. We 
must create a therapeutic environment. We have to convince them that 
every staff member is caring and understanding and a nurturer so they do not 
have to use those maladaptive behaviors on our units. 

Those descriptions of behavior and how staff interpret them are just that, 
interpretations. To the person they are acceptable ways to behave based 
upon their experiences, and in their mind have been quite successful up to 
now. The next slide talks about the how and the why of those difficult 
behaviors. 

So this thought is a transition to the next slide. 


Slide 11: What is actually happening... (15 minutes with activity) 


What is actually happening... 
eee 


ao Many people have experienced abusive and neglectful 
behaviors 

o Extreme behaviors within relationships can be seen as 
defensive or self destructive 

O Traumatized people respond to their trauma history in 
the present, they are not able to discern that the 
context has changed 

0 This behavior must be seen as an attempt to master 
extremely difficult environments 


0 In this way, those who have been traumatized are doing 
the best they can 


This slide is pretty much self-explanatory, the trainer will simply read it. You 
can then expand and talk about how important it then is that recipient’s learn 
and use coping strategies that are effective, safe, and appropriate. And 
concurrently, that staff role model and become aware of their communication 
and the impact it has on the therapeutic environment. Our goal is to help 
people so that when they are triggered by the past trauma that it can be put 
into context and that they are safe. Slides 10 and 11 are really a comparison of 
how staff sometimes view recipients and then treat recipients. Slide 11 
highlights the direction our views should move to meaningfully change our 
environments. 
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Trainers could possibly 
consider an activity here; 
articipants could role 
lay what the language 
land environment should 
lbe versus what it may be 
now or is at times. 
Suggested Activity: 
Minding your P’s and 
C's. 
Give each table or small 
group some newsprint 
or paper to write down 
as many words that 
begin with P or C that 
relate to creating a 
Trauma Informed Care 
environment. Each 
group will have 1 letter 
but depending upon the 
size of the class more 
than 1 group will have 
the same letter. 
Examples of P: person 
centered, proactive, 
praise, partner, problem 
solving. Examples of C: 
choice, collaborative, 
communication, 
coercion free. 
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Slide 12: Our goal become... (15 minutes with activity) 


Our goal becomes 
a 


Creating a trauma informed setting using 
individualized, strength-based interventions to 
avoid conflict and violence to ensure safety, to meet 


needs, and to minimize any traumatic event that 
could hurt recipients or staff. 


Spend some time here talking about what your facility is currently doing to 
achieve this goal. Do things need to be improved? Or is your facility making 
improvements in the quality of the care delivered? Do we deliver a true 
therapeutic environment? 
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Another activity is “From 
Coercion to 
Cooperation”. Staff 
needs to pay more 
attention to how they 
phrase and say things in 
the work setting. 
Examples are below but 
please come up with 
more that you may have 
heard staff say at your 
facility. 

Have each table or 
small group rephrase 
the following 
statements, each table 
could have 1or 2 
different examples. 

“You need to get out of 
bed now”! 

“No, you cant go back 
to your room.” 

“Get away from the 
desk”! 

“Do | have to tell you 
again”? 

“Line up for meds now’! 


Module 2 


Awareness and Understanding of 
Causes of Aggressive Behavior 


Purpose 


The purpose of this module is to review the factors influencing aggressive behavior and the 
effect of staff attitudes and responses on the escalation or de-escalation of aggressive behavior. 


Learning Objectives 
At the conclusion of this module, participants will be able to: 
1. Identify factors that may influence aggressive behavior. 
2. Understand the relationship between trauma and behavior. 
3. Identify triggers and early behavioral warning signs of aggression. 
4. Discuss the effects of staff response relative to a decrease or increase in aggressive behavior. 


5. Assess the effects of personal attitudes on behavior. 


Suggested Time 


The suggested time for this module is approximately 105 minutes. 
Training Activities Slides associated with this Module 


1. Interrelationships Exercise (Slide 17) # 13 thru 26 
2. Video and Exercise (after Slide 24) 


Preparation 


1. Newsprint and Easel 

Markers (colors easy for participants to 
read, i.e. black, green, and blue) 
Masking Tape 

PMCS DVD Trainer Supports 

PMCS PowerPoint slides 


ak w& 
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Slide 13: Module 2: Learning Objectives (2 minutes) 


LEARNING OBJECTIVES 


MODULE 2 Make a transition here 
a for the participants; 
Identify factors that may influence aggressive remind them what 
behavior Module 1 was about... 
Understand the relationship between trauma and laying the foundation for 
behavior PMCS for example. 


Identify triggers and assess early behavioral 
warning signs of aggression 


Now, Module 2 is about 
having an understanding 


Discuss the effects of staff response relative to a and awareness of 
decrease or increase in a recipient’s aggressive human behavior. Then, 
behavior touch briefly on each 
Assess the effects of personal attitudes on behavior bullet. 


Slide 14: Define Behavior (2 minutes) 


DEFINE BEHAVIOR 


a 
What does it mean to you? 


Ask audience members for their definitions of behavior and write them on 
newsprint. Then as you transition to the next slide remind them that the 
following definitions are examples, there is more than one correct answer to 
the question. And we may have different meaning for the word behavior also. 


People do not become aggressive for a single reason. Generally there are a 
number of factors that have accumulated; each contributing as a stressor and 
each building on the previous. 
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Slide 15: What is Behavior (3 minutes) 


WHAT IS BEHAVIOR 
| ee 


An outward expression of an inward emotion 


A manner of conducting oneself 


An action and response to stimulation 


The response of a person to the environment 


Behavior is dictated by underlying needs, problems, or unresolved conflicts. 
The perception of the recipient is driving their behavior; they are trying to tell 
you something. ALL BEHAVIOR HAS MEANING; we may not understand or 
even agree with it; but the individual needs recognition from staff. 


Slide 16: What Motivates Behavior (3 minutes) 


What Motivates /Triggers Behavior 
eS 


0 Action in response to a person’s needs Make a transition to 


O Is often something more complex than the obvious the next slide: “There 
are things that 
happen to us and 
around us that result 
of the past in a behavior being 
exhibited; we refer to 
them as “factors”. 


Trigger is defined as: Something that sets off an 
action. TIC defines trigger as a troubling reminder 


Since all behavior has meaning it is motivated by something that has 
meaning to the person. We may not understand it, and the person at the time 
may not understand it either, but our “job” is not to judge but to respond with 
empathy and support. 


Make a note that staff must be an investigator. Their responsibility is to ask 
why recipient behavior has changed; the only way to find out why behavior 
has changed is to talk to and assess the recipient. 


Preventing and Managing Crisis Situations — Trainer Manual 2:3 


© 2014 New York State Office of Mental Health. All Rights Reserved 


Instructional Notes 


Slide 17: Factors Influencing Behavior (40 minutes with the activity) 


FACTORS INFLUENCING BEHAVIOR 


BIOLOGICAL TRAUMA 
PSYCHOLOGICAL 
ENVIRONMENTAL 


Careful attention to the factors that can influence aggressive behavior can 
lead staff to the cause of the negative behavior. If you can assess the factors 
when a person is in crisis, it will help prevent it from continuing/escalating. 


As the recipient, | have been triggered by something; something in my body, 
my mind, or the environment around me and now | am now showing you an 
emotion to tell staff that | need help. Do not teach these 3 factors here; and 
be sure to include a transition for each factor category. 


It is essential to point out that not all behavior is aggressive; we are simply 
talking about some factors that can lead to aggression, especially if the 
person’s need is not recognized or met. In addition, the trauma people have 
experienced does not cause aggression, but it definitely changes the 
dynamic of the person’s behavior. Behavior changes that are related to 
trauma triggers can be interpreted by staff as aggressive, when indeed; it 
may be protective or defensive in nature. 
The perception of the recipient is prompting his/her behavior. Staff should 
attempt to identify the factor or factors involved. The initial response of the 
recipient is only part of the problem. Think of it as the straw that broke the 
camel’s back. The problem lies much deeper. Behavior is often dictated by 
underlying needs, problems, and unresolved conflicts. Careful attention to 
the factors can assist staff to identify the underlying causes. 
Although it may be difficult to do, when recipients strike out at staff, either 
verbally or physically, staff should focus on the person and not their behavior. 
Something is obviously upsetting the person and led to anger. It may be: 

e Anissue with another recipient 

e Bad news from home 

e Aresponse to psychotic symptoms 

e Something that a staff member has or has not done 
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In this segment of the 
program, participants 
are encouraged to look 
for causative factors. 


Interrelationships 
Exercise 


The purpose of this 
exercise is not intended 
to identify all the 
possible factors that 
influence behavior but 
rather to prompt staff to 
explore those 
possibilities that have 
presented themselves 
and to look for others 
that may exist in each 
individual crisis. 


Divide participants into 3 
groups (6 groups for 
large sessions). Each 
group is to brainstorm 
most frequent causes of 
aggressive behavior on 
their units. 


Assign one group to 
focus on the biological 
causes, the second 
group to focus on the 
psychological causes, 
and the third group to 
focus on the 
environmental causes. 
Ask each group to write 
responses in their 
Participant Workbook 
and select a reporter. 
Allow approximately 10 
minutes to brainstorm. 


Each group then reports 
their findings to the 
larger group. Allow 
approximately 15 
minutes to report out. 


Compare responses to 
the overheads. 
Review the definition 
and components of 
behavior on the first 
overhead. 
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Slide 18: Biological Factors 


BIOLOGICAL TRIGGERING FACTORS 
el SS aa 


Underlying medical conditions 


Biologically linked mood disorders 


Neurological impairments 


The effects of chemical substances 


Psychotic symptoms 


Trauma related brain changes 


Underlying Medical Conditions...Medical conditions (examples: 
hypertension, diabetes, hormonal imbalance, etc.) and associated pain can 
influence behavior. A thorough review of a recipient’s past medical history is 
one of the assessments that leads to the development of a comprehensive 
treatment plan. 


Biologically Linked Mood Disturbance...Mood disorders may also be a 
contributing factor in aggressive behavior. These disorders may be 
influenced by change in diet, temperature, or a variety of other factors. 


Types of mood disorders often correlated with aggressive behavior: 


e Depressive Disorders 
e Bipolar Disorders 


Neurological Impairments...The role of commonly diagnosed organic brain 
disorders in influencing aggressive behavior is recognized. Advances in 
neurological assessment are leading to greater understanding of the scope of 
neurological impairment. Clinical staff members should be aware of histories 
involving injury or head trauma. Recipients diagnosed with Temporal Lobe 
Seizure Disorder can present with personality changes, sensory 
hallucinations, and “panic attacks” as part of a precursor to the seizure or 
during the seizure. 


Effects of Chemical Substances... Chemically induced changes in recipient 
behavior may occur both as a result of substance abuse and paradoxical 
reactions to prescribed drugs. In addition to being alert to signs of chemically 
induced psychosis when a recipient is admitted, it is important to recognize 
the long-term impact that drugs may have on a recipient’s behavior. 
Examples: Substance abuse — Hallucinogens (LSD, Mushrooms) can alter 
a person’s perception of reality, mood, and thinking. “Bath Salts” is the street 
name for a family of designer drugs containing chemicals which have similar 
effects to amphetamine and cocaine. Called “bath salts” because the crystals 
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resemble Epsom Salts, which is a legal bathing product. They are packaged 
this way to avoid existing drug laws. All of the above drugs can produce 
hallucinations, paranoia, delusions, suicidal thoughts, and violent behavior. 
Additionally they can produce chest pains, increased blood pressure, and 
increased heart rates. 


Opiates (Codeine, Hydrocodone, Oxycodone, Heroin, and Methadone) can 
alter one’s mood and impair memory and attention. 


Steroid misuse can result in mood changes, aggressiveness, anger, and an 
inability to control impulses. 


Prescribed drugs — (1) Benzodiazapenes (Valium) may cause confusion and 
lead to irritability: (2) Phenothiazines (Thorazine, Stelazine) may have 
contradictory reactions and, rather than calming a recipient, may lead to 
increased agitation. 

Herbal remedies and over-the-counter drugs can also produce significant 
behavioral changes. 


When a recipient is exhibiting increasing and/or sudden negative behavior 
symptoms staff members should: 


Report symptoms to the RN. 

Assess the length of time for onset of behavior. 
Review duration of the symptoms 

Determine availability of drugs to the recipient. 
Review recipient history. 

Review recent changes in medications. 
Evaluate the potential for substance abuse. 


Psychotic Symptoms... While not all psychiatric symptoms are linked to 
aggression, specific symptoms are highly correlated with aggression. 
Paranoid delusions and hallucinations that command violence are symptoms 
that may lead to aggression. It is important to understand the specific nature 
of these symptoms, the extent to which the recipient differentiates these 
symptoms from reality, and the potential threat these symptoms pose to the 
recipient or others. 


Trauma related... For people who have experienced severe trauma, 
sections of their brain have actually shrunk and become hypo-responsive 
when performing rational (thinking) tasks. When a traumatized person is 
triggered their behavioral response is a survival skill or instinct. And if the 
trauma occurred at an early age they will lack the ability to verbalize when 
triggered due to the prefrontal lobe being impaired and that an Amygdala 
response is occurring. The Amygdala is the primitive area of our brain and is 
responsible for our fight or flight responses when it is triggered. Traumatized 
individuals have an almost immediate Amygdala response to any trigger they 
perceive as a threat, their rational, (thinking) part of the brain does not 
engage as rapidly and sometimes the Amygdala takes over. So, generally 
the majority of trauma survivors experience an Amygdala response, if they 
suffered the trauma early they may not have the ability to tell us with their 
words, only with their behavior. 
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Slides 19 and 20: Psychological Factors 


PSYCHOLOGICAL TRIGGERING FACTORS 


SS eee 
Displaced anger, frustration, or guilt as a 
result of: 


O Rejection from others 


Oo Bad news from home 

O Projection of self-concept 
O Broken promises 

© Loss of autonomy 

O Lack of communication 

O Trauma history 

O Staff attitudes 


Displacement is a defense mechanism in which emotions, ideas, wishes, or 
impulses are unconsciously shifted from their original source to a more 
acceptable substitute. 


Examples of displaced anger: 


e A recipient who has been rejected by his/her family physically acts out 
towards staff members. 

e A recipient who feels badly about himself or herself or feels guilty about 
certain actions acts out as a way to receive punishment. 

e A traumatized recipient triggered by a factor and then demonstrates a 
negative behavior towards a staff member. 


How a staff person then responds to a recipient can absolutely further 
displace their anger or frustration. It becomes critical to develop a rapport 
with a recipient so that there is mutual understanding. Keep it in context! 


Rejection from...Keep in mind that rejection from others includes family, 
friends, staff, and even peers on the unit. And sometimes a rejection is a 
misperception from the recipient; traumatized people see slights when none 
were intended. 


Projection of self-concept: A person’s perception of themselves is learned 
from their experiences. If recipients do not grow up in a loving, nurturing 
environment, their self-image is a negative one. The projection then means | 
give or project my feelings to others as a defense against anxiety or guilt. For 
example, if | see myself as a bad person, | will create circumstances so that 
people will treat me as | view myself. They then treat me as | view myself 
(negative) and that in turn reinforces my belief. One example of this creation 
of negative self-image is a desire to be punished: | am a female patient who 
was raped by a family member; my family does not believe me. | am ridiculed 
and made to feel responsible by my family. Now in the hospital setting | am 
feeling guilty and see myself as a bad person that expects to be punished by 
staff too. So my behavior towards staff may seem challenging and 
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Remember that the 
bullet at the top is one 
of the psychological 
factors; what follows 
underneath are 
examples of what can 
displace a recipient’s 
anger, frustration, or 
guilt. They are not the 
only examples of 
psychological factors; 
we simply chose 
those most common 
to our recipients of 
care. 


Spend time getting 
comfortable defining 
Projection of Self- 
Concept. It is a big 
factor for our 
recipients and staff 
will frequently label 
and misunderstand a 
recipient’s behavior 
as “they always act 
that way” or take it 
personally. 
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inappropriate. Staff then respond in a not always therapeutic way to my 
behaviors. We as staff must change our response to a negative behavior to 
change that person’s self-image of themselves. 


Broken promises....Staff or family do not have to utter the words “I promise” 
for it to be seen as a promise by recipients. For example, “I will get back to 
you soon” or “I will bring you MacDonald’s next time | visit”. 


Loss of Autonomy... can be defined as a loss of self and control over and 
about one’s self. That inability now to make decisions about our self. 
Typically staff make the majority of the decisions now for recipients. 


Lack of communication...May come from family and support system or 
from staff. For example, are we really listening, are we effectively 
communicating, and are we asking for feedback so understanding occurs? 


Trauma history....people with trauma histories perceive stimulus in 
individualized ways. For example; a male staff member using a loud tone 
may trigger a patient to feel fear, or guilt, and consequently the recipient’s 
feeling become displaced and they display negative behavior. 


Staff attitude... toward a particular recipient and their behavior may fuel a 
developing crisis. So, when staff react negatively versus demonstrating 
understanding to any of the above reasons a recipient has for displacement, 
the displacement will continue and the focus now is on staff. 


PSYCHOLOGICAL TRIGGERING 
|. FACTORS (CONTINUED) 


Oo Lack of choices 

Oo Unaddressed sexual needs 

Oo Instrumental Aggression, demonstrated by; 
© Making Threats 
O Testing Limits 


O Trying to Control the Environment 


Now present these (Lack of choices, Unaddressed sexual needs, and 
Instrumental Aggression) as 3 additional examples of psychological factors. 
The smaller bullets under Instrumental aggression are the ways a person 
accomplishes getting what they want. Remind the audience that sometimes 
what a recipient wants is to feel safe so that is one way to use Instrumental 
Aggression. 

Lack of choices... Recipients have limited choices in both institutional and 
community settings. It is important to let them make as many choices as they 
can. 

Unaddressed Sexual Needs...We are not typically comfortable at the 
personal or even facility level talking about this issue with our recipients. 
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While we cannot support or condone sexual activity, we can at least 
acknowledge and support that it is difficult for some people to have no human 
contact when they are hospitalized. 

Instrumental Aggression... Getting what | want, when | want it. Aggression 
may be used by recipients as a means for achieving something; such as 
more food, or it may be that what the person “wants” is to feel safe. So they 
may do one or more of the following to achieve what they want: 


e Making threats to others 
e Intimidating others 
e Acting “tough” to save face 
As humans we share the experience of wanting our needs met. Staff will 


often interpret and label recipient behavior as “manipulative.” Yet we as staff, 
when our needs have to be met, label our behavior as “therapeutic.” 


Slide 21: Environmental Factors 


ENVIRONMENTAL TRIGGERING FACTORS 


eS 
co Staff attitudes 

a Conflicts among staff 

o Overcrowding 

Oo Over/Under stimulation 
oO Noise 

oO Temperature regulation 
a Changes in routine 

O Territoriality 

a Food/Drink 

c Rules 


Staff Attitudes... The way we feel about a particular recipient, our job, or our 
co-workers impacts our response to a change in a recipient’s behavior. It is 
difficult to remain therapeutic 100% of the time, but that is an expectation of 
our work environment. Staff attitudes which are more controlling, coercive, or 
intimidating will often provoke aggressive responses from recipients. Staff 
attitudes which are uncaring create an unfriendly environment which often 
leads to recipients feeling alone and unsafe. Those feelings can fuel 
aggressive responses from triggered recipients. 


Conflicts Among Staff... When staff conflicts are not resolved, their 
behaviors may create a negative atmosphere and lead to increased recipient 
aggression if recipients are triggered by it. Staff are expected to be role 
models and the recipients learn by observation. Staff attitudes play an 
important role in creating a helpful and hopeful environment. 
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Overcrowding/Over and Under-stimulation...Overcrowded living units and 
prolonged high levels of sensory stimulation have been associated with 
increased aggression. In the general population, crowds, persistent loud 
noise, and too much activity can make people irritable. The impact of these 
factors is often multiplied in a hospital setting. Room conditions that are too 
hot or too cold and changes in routine may be unsettling. Boredom can be 
one of the leading causes for disruptive behavior. Providing therapeutic 
activities is essential. When these negative conditions cannot be modified, 
staff should watch for negative effects on recipients and employ appropriate 
interventions. 


Noise...Too much can stimulate a person who may be experiencing auditory 
hallucinations or someone who is hyper manic. Staff who yell out directions 
or “commands” for the unit can potentially trigger a recipient. 


Changes in routine...Humans are creatures of habit. We find comfort in 
knowing what is coming next. A routine gives people a sense of safety and 
control about what is happening in their lives. We need to be sensitive about 
that with our recipients of service. 


Territoriality... is a condition in which humans define their personal space. 
This may relate to how close another person may come to the recipient or to 
the chair or area claimed as his/her own. It is necessary to be aware so that 
neither staff nor other recipients violate a recipient's “territory.” It also relates 
to the safety a person feels in the environment. 


Food/Drink...This is one of the areas in which people attempt to exert 
control. Due to loss of autonomy recipients may only be able to control what 
goes into their bodies, so staff should be sensitive to this. 


Rules...Human nature does not respond well to the enforcement of 

rules....especially when we feel misunderstood or displaced. Here are some 

situations in which rules effect the environment. Staff will feel free to walk in 

with their pizza box, or MacDonald’s bag, and then proceed to eat in front of i ee 
the recipients. Staff coming back from a break smelling like smoke and then “Every restraint | 
enter the dayroom potentially triggering someone to want a cigarette. Staff reviewed, started with a 
drinking a cup of coffee or soda in the middle of the dayroom. The recipients staff member enforcing 
are expected to follow the rules of the facility around smoking, food and drink | @We: 

yet staff often disregard the emotions attached to that for the recipients. 


Again these are just common environmental factors that may lead to 
aggressive behavior. It is not an exhaustive list. 
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Slide 22: Trauma Factors (5 minutes) 


TRAUMA FACTORS 
PR 


A traumatic event disrupts a person’s sense of 


safety and overwhelms the person’s ability to cope 
with stress 


The experience of the event can be expressed in 


physical, emotional and cognitive signs and 
symptoms 


As a result, the person’s behavior changes and can 
be perceived as aggressive and/or assaultive 


Remind the audience of the typical symptoms people may experience when 
traumatized in Module 1. Each person’s response will be personal and unique, 
but there will be a response. What is meant by the last bullet is the idea that 
rather than believing a recipient to be aggressive and/or assaultive that their 
behavior is self-protective. That does not mean we do not intervene, it simply 
means our intervention approach needs to be more thoughtful, informed, and 
sensitive. 


Slide 23: What Triggers Traumatic Behavior (5 minutes) 


WHAT TRIGGERS TRAUMATIC BEHAVIORS 


YY SS SS Se 
o A trigger is defined as: A troubling reminder of the 
past, and/or traumatic event. Something that sets off an 
action. 
a Examples of potential triggers: 
© Sights, smells, or sounds 
O Time of day, special event, or season 
O Tone of voice 
© The words you use 
© Sex or size of the person approaching 
GO Change in staff behavior 
© Unknown 


Remind the audience to be sensitive when addressing these issues with the 
recipient. Do not specifically ask about the trauma, that is not your role. 
Instead focus on what the recipient views as upsetting or causing them to feel 
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Talk about perceptions 
that staff perceive as 
aggressive behavior 
from recipients. 
Sometimes the behavior 
we see from a person 
who has been 
traumatized is self- 
protective or defensive. 


After the trauma factors 
are taught we suggest 
providing a visual 
definition for the class. 
Draw three interlocking 
circles and label one the 
Biological, 
Psychological, and 
Environmental. Now 
draw a large circle 
around all of the 3 
circles. This represents 
the impact of trauma on 
all 3 of the factors. It 
does indeed change the 
picture. Where the 3 
circles intersect place an 
‘X”. That is the point at 
which the recipient has 
“had enough”. The 
behavior staff sees next 
will be the antecedent. It 
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uncomfortable or unsafe. 

When asking recipient’s about their triggers use less threatening and indirect 
words such as “uncomfortable”, “upset”, “uneasy”, or “difficult.” To use direct 
words like “angry”, “traumatic”, or even “scared” could evoke an emotion that 
the recipient is not prepared to discuss. It is not our role as PMCS trainers to 


assess for trauma or teach it, however, we need to talk about sensitivity and 


remind staff to become familiar with the ttauma assessment of each recipient. 


Talk about “Universal Precautions” here; presume every recipient you 
come into contact with has a trauma history, and at the very least current 
trauma in the sense that they have been hospitalized. 


Any one of the 3 factors can also trigger trauma and lead to negative 
behaviors being exhibited and the recipient may not even be aware of why 
they have the response they do. That is why we referred earlier to trauma as 
“changes the picture”; sometimes it is difficult to identify the trigger to the 
behavior. We are not saying or implying that all aggressive behavior comes 
from a place of trauma, it is simply another consideration when we are trying 
to prevent and manage a crisis situation. 


Slide 24: Antecedents: Behavioral Warning Signs (5 minutes, 25 with 
activity) 


ANTECEDENTS: BEHAVIORAL 
WARNING SIGNS 


Change in usual Teasing others 


behavior 


Rocking 
Raising one’s voice Pacing 
Staring Physical Signs 


Extreme quietness 


Tightness in the chest 


Argumentative 


Increase in heart rate 


Mumbling 


Change in breathing 
pattern 


Restlessness 


Many warning signs are extremely subtle or highly specific to the individual. It 
may be difficult to identify or even notice many of them. Staff must continually 
assess and reassess to identify those behaviors that are atypical and may be 
indicators that something is wrong. When antecedents are difficult to identify 
it may be helpful to do something known as backtracking. Ask the recipient 
what were their behaviors before the event and what were behaviors 
following any interventions by staff, and how did they respond. 


Make a transition by reminding participants that the negative behavior you 
are seeing is a result of a trigger or a factor which influences behavior and 
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is as if the person is 
saying “I have had 
enough”. This serves as 
a transition to the next 
Slide:” Antecedents”. 


Instructor led 
discussion: Emphasize 
the importance of 
assessment as 
previously discussed in 
the prevention of crisis 
situations. 


Trainer is to remind 
participants that staff 
need to be alert and 
identify any change in 
an individual’s usual 
behavioral warning 
signs, it is important that 
a staff member KNOW 
the recipient. This is 
best accomplished 
through information 
gained from the 
interdisciplinary 
treatment team and by 
spending therapeutic 
time with the recipient. 
This means interacting 
positively with recipients 
at different times during 
the day, not just during a 
crisis. The importance of 
ongoing assessment 
and information sharing 
with appropriate 
individuals as an 
effective method for 
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before a full blown crisis has developed you have an opportunity to prevent 
its progression. 


The examples of antecedents are just that, examples. It is not an exhaustive 
list and we all have unique behavioral warning signs. The most important one 
is a change in usual behavior. As a result, the better you know a recipient the 
more likely you will be able to recognize an antecedent as it is occurring. 


Staff should share any and all information we learn about a recipient’s 
behavior, especially when we think they have been triggered. Sharing is 
another way of putting all staff on the same page, creating rapport, and 
supporting a therapeutic and trauma sensitive environment. 


Now is time to show the “Mr. Peters Video”: Introduce the segment and 
instruct the class to observe 3 things: 

e What factors were influencing behavior? 

e What antecedents where noticed? 

e What interventions were attempted by staff? 


Facilitate a group discussion and write the class response for each 


question on newsprint. 
This then is a transition to the next slide. 


Slide 25: Common Staff Response (7 minutes) 


COMMON STAFF RESPONSE TO 
= ANTECEDENTS THAT MAY OCCUR 


Acting out of fear/anger 


Reacting too hastily or being judgmental 


Placing blame 


Frustration/Anxiety 


Disregarding the behavior 


We call these responses “common” because they are human responses to 
behavior we experience from others. They do not make us “bad” staff, but 
human. The problem is that none of these responses are therapeutic, so 
remaining in one of these emotional states could very likely cause an 
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preventing aggressive 
outburst cannot be 
emphasized enough. 


Ask group: 

What behavioral 
warning signs have you 
observed? 


List on newsprint and 
compare to overhead. 


Time for another 
transition here. 


Ask: What impact (if 
any) did staff attitudes 
have on the video 
scenario? 


Review overhead and 
compare to responses in 
previous activity relating 
to factors that influence 
the outcome of the video 
scenario. 


Ask group: How about a 
self-fulfilling prophecy? 


Ask: What common 
responses may have led 
to ineffective 
interventions with Mr. 
Peters? 
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escalation in the recipient's already negative behavior. So thus changing our 
response to a more positive, therapeutic one will lead to a better outcome. 


Fear/Anger...Two of the most powerful emotions and motivators of 
behavior are fear and anger. The power of these emotions often 
causes us to make an inaccurate assessment. Anger clouds our ability 
to focus on the issues objectively and leads to possible rage. Fear may 
force us to unconsciously respond in a self-protective mode. Failure to 
make an accurate assessment can escalate the situation, causing more 
anger and fear in both the staff and the recipient. 


Hastily/Judgmental...Don’t assume you know what the issue is or 
what may have caused the recipient to respond inappropriately. Often 
our first response is reactionary and emotional. Staff should pause, 
gather our thoughts and try to logically and rationally respond to the 
situation. 


Placing Blame...When staff triggers are pulled, we often respond on a 
purely emotional level that lack conscious thought. This puts the blame 
on the recipient. Another way to place blame is to immediately say 
something like “We don’t do that around here”, or to completely 
disregard a recipient saying “He started it first” when indeed they could 
have. Placing blame is an attempt to escape responsibility for 
something gone wrong. Again, it may be a highly emotionally charged 


situation and the defense is often displayed as an attack toward another 


person. Sometimes when we make an inaccurate assessment. This 
response occurs when preconceived ideas or notions cloud the ability 
to be objective. It is a quick conclusion to what may be happening and 
therefore the response is often inaccurate and/or inappropriate. 


Frustration/Anxiety...The presence of either of these two feelings 
creates confusion and sets us up to respond emotionally. When we 


respond emotionally we lose as much as 30 IQ points, thus what comes 


out of our mouth or in our body language and facial expression is not a 
rational or necessarily thoughtful response. 


Disregarding the behavior...Staff can become desensitized to 
negative behavior, or have the belief that “he/she always acts that way”. 
That response can cause the recipient to increase the behavior 
because they desire a response from staff. Or a staff can disregard by 
choosing to do nothing about the behavior. It may be near the end of 
the shift and staff have lost their patience or tolerance. 


These responses are common and a part of daily life. In a potential 
crisis these responses can be extremely provocative and may escalate 
the situation to physical violence. Recognizing this is often difficult and 
takes extra effort. It is extremely important that we watch out for each 
other and step in when we see the presence of these responses in our 
co-workers. 
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Review overhead and 
compare responses 
given in the previous 
activity; “Interventions 
Attempted.” 


Trainer should ask 
participants to reflect on 
their experiences and 
ask: What kinds of 
responses to recipient 
behaviors would 
negatively impact the 
outcome of a potential 
crisis? 


Instructor reminder: 
During a break, the 
video should be 
rewound to the 
beginning of the Mr. 
Peters episode. This 
will be used again in 
Module 3. 
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Summarize the importance of: 
e Identification of the influencing/ precipitating factors in the video situation. 
e Identifying what worked and what didn't. 
You can change your response by: Taking a deep breath, counting to 10, 
or imagine yourself in a pleasant place. These are skills we teach our 


recipients and need to sometimes use them ourselves. That brief pause 
takes your brain from an emotional response to a rational response. 


Slide 26: Stumbling Blocks: Why we have... (8 minutes) 


STUMBLING BLOCKS: Why we have a non- 
therapeutic response to behavior 
| 
Failure to accept anger as an expression of a 
normal and healthy emotion 


Expectation of aggression as a self-fulfilling 
prophecy 


An unrealistic expectation for those we serve, 
oneself, or job 


Task orientation to the job 


Job dissatisfaction 


Failure to recognize the impact of trauma 


When staff fail to recognize that a recipient has been triggered or influenced 
and are displaying an antecedent, it may be due to a stumbling block. 
Something got in the way of us paying attention or having a therapeutic 
response; instead we had a “common response”! Why? Possible because of 
the above reasons. 


Failure to accept anger... Anger is sometimes a normal and healthy 
emotion we all experience. To never “allow” recipient’s to express anger is a 
disservice. Events occur around the recipient in which anger is a justifiable 
emotion for them. We as staff role model and reinforce for the recipients 
when anger is appropriate. 


Self-fulfilling prophecy...The recipient's we care for do not typically have a 
strong ego or sense of themselves. We develop our egos and self-image 
based on the feedback we get from people and experiences. So when our 
recipient’s interact with other people they project that self-image they have of 
themselves over and over again, not knowing anything different. We as staff 
may respond in a negative way reinforcing the recipient’s poor image of 
themselves. People then live up to our expectation of them. If we expect a 
recipient to be an aggressive person, he/she will. It begins a cycle of 
negativity that has to change with our initial response to the recipient. You 
can have an expectation of recovery, partnership, or hope instead. 
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Unrealistic expectation... Some examples of an unrealistic expectation are; 
doing the same thing over and over again expecting the same result, 
expecting the recipient or yourself to use a new skill perfectly right the first 
few dozen times you attempt to use it. Ask the question “Is it unrealistic to 
expect that we won’t make mistakes”? Is it unrealistic to expect that we as 
humans will not be affected by the recipients and their histories? 


Task orientation... We become so focused on a task we have been given 
we miss the sometimes small changes that have taken place. Our 
responsibility first is to the recipients, not the task we have been assigned, 
the task is secondary. Task orientation occurs when these secondary tasks 
become more important. 


Job Dissatisfaction... We are in the people business, but the people we 
serve need and demand of us that we be therapeutic in our interactions and 
interventions. If we are unhappy in some way with our jobs it is reflected in 
our behavior and response to a person who has been triggered. 


Failure to recognize trauma... Traumatized people have an almost 
immediate reaction when triggered, but it may often be a physiological one 
and missed by staff. Following that is the fight or flight response, so an angry 
reaction from a recipient is often mistaken as inappropriate rather than a 
response to past trauma. And we may also fail to be trauma sensitive and 
informed when we respond. 
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Suggestions and Reminders 


MODULE 3: PREVENTATIVE APPROACH 


Purpose 

The purpose of this module is to introduce participants to the PMCS Process, 
the variables that can affect their performance when working with potential 
crisis situations, the factors that need to be addressed before becoming 
involved in a crisis situation, and verbal and nonverbal calming techniques. 
This model takes into consideration the many variables which must be 
evaluated when working with individuals. Here you integrate knowledge of 
the stages of behavior, appropriate staff response, and both verbal and 
nonverbal calming techniques to produce a good outcome for the recipient. 


Learning Objectives 

At the conclusion of this module, participants will be able to: 

e Define and exercise the four-step PMCS Process. 

e Identify stages of behavior and appropriate staff response. 

e Discriminate and rank interventions along a continuum choosing the least 
restrictive for the situation. 

e Describe the physical, psychological, and environmental considerations to 
be evaluated before approaching a person exhibiting aggressive behavior. 

e Demonstrate nonverbal and verbal calming techniques. 


Suggested Time 
The suggested time for this module is 240 minutes. 


Materials 

e Newsprint and easel 

e Markers (colors which are easy for participants to read, e.g., blue, black) 
e Masking tape 

e PMCS DVD Trainer Supports 

e PMCS PowerPoint slides 27-58 
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Suggestions and Reminders 
SLIDE 27 (2 minutes) 
Module 3: Learning Objectives 


LEARNING OBJECTIVES 
MODULE 3 


A transition is needed here. Stress that 

Module 2 helped us to recognize human 
behavior and how our own response can 
get in the way of us being therapeutic. Identify stages of behavior and appropriate staff 
Now, Module 3 will lead to preventing 


further escalation or managing the 
escalation if needed. Discriminate and rank interventions to allow for 


Define and exercise the 4 step PMCS process 


response 


choosing the least restrictive for each situation 


Describe the factors that need to be evaluated 
before and during the crisis situation 


Demonstrate verbal and nonverbal interventions 


Module 3 presents the 4 Step PMCS process including the variables that must be 
considered and evaluated when working with individuals. The stages of behavior and 
appropriate staff response will be introduced. Various verbal and nonverbal calming 
techniques are demonstrated and participants are given an opportunity to practice 
their use. 


SLIDE 28 (3 minutes) 
PMCS: The 4-Step Process 


PMCS: THE 4-STEP PROCESS 


Module 3 opens with an important slide. It 
is vital to impress upon the audience that ae 

use of the 4-Step Process means everyone Assessment 
is safe. 


Start by very briefly explaining what the 4- 7 
Step Process is. It is the way we put the ‘ 2 


PMCS theory into practice; it is how we Interaction and 
“do” PMCS. I Intervention 


Documentation 


Define each step and possible give an example but do not go into too much detail as we 
will discuss step 1 and 2 in depth in this module, and step 3 and 4 in module 5. 
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SLIDE 29 (5 minutes) 
Step 1: Assessment 


STEP 1 - ASSESSMENT 


Initial 


On - Going 


Individual Crisis Prevention Plan (ICPP) 


Initial. Often our first knowledge of a recipient is based on a paper assessment that 
arrives at the facility before the recipient. That assessment may have a negative im- 
pact on our developing relationship with the recipient. We may have a negative re- 
action to their diagnosis or something we read in their history from the sending 
agency. Our past history with the recipient can also impact on our rapport with 
them thus both instances impair our assessment ability. We will dismiss behaviors as 
“they always do that” or disregard a behavior because we do not understand it. 


On-going. This refers to two distinct assessment phases. First as a follow up, going 
back to the recipient after each event in which they were triggered and it either led 
to a loss of control or it was able to be managed. If it was managed we need to rein- 
force that skill used with the recipient to ensure it is used again. If there was a nega- 
tive outcome (R/S or Meds) we need to focus on developing new skills. The on-going 
relationship is then further supported by our follow-up. Each positive interaction 
leads to building a therapeutic relationship between us and the recipient. 


The second distinct phase means On-going assessment never ends. We need to per- 
form a quick assessment as we speak to or engage each and every recipient we en- 
counter. When we notice or encounter a recipient in a stage of behavior we then 
need to assess the factors that influence behavior. Effort needs to be made to man- 
age any of the factors related to their aggressive behavior and minimize the escala- 
tion; in other words, INTERVENE! This can then become your transition to Step 2 of 
the 4 Step process. 


ICPP. One of our assessment tools is the ICPP. It is a “living” document. We should 
never stop adding to or amending it when we discover new information about the 
recipient. Policies may differ as to which staff member completes the ICPP but each 
staff has the responsibility to be aware of each recipient’s plan. 


Suggestions and Reminders 


Reports frequently start with the phrase, 
“For no apparent reason...” When you 
know the person and are able to assess, 
you are frequently able to identify factors 
that contribute to the behavior. 


Develop the following assessment 
dialogue with participants. 


Ask the following: 


When do we assess? What? Why? 
How do we communicate our 
assessment? 

When do we communicate our 
assessment? 
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Suggestions and Reminders 


Define each bullet for the class; they will 
be expanded on next in the curriculum. 
The starred bullet comes from PC-701and 
was included for class discussion. Staff 
should feel empowered to think outside of 
the box when the plan is being done 
initially or being amended. 

You can consider having the class 
complete a facility ICPP at their small table 
groups. What we want to stress is how 
difficult it may be to meet a person’s 
coping strategies. For example; smoking, 
or going outside for a walk. Stress that we 
need to flexible and creative. 


SLIDE 30 (2 minutes) 
Individual Crisis Prevention Plan 


INDIVIDUAL CRISIS PREVENTION PLAN 


(SHOULD CONTAIN AT LEAST THESE THREE COMPONENTS) 


0 Triggers - Something that sets off an action 


o Early Warning Signs - A signal of distress 


0 Coping Strategies — Those things that help a person self- 
regulate 


x “The plans should encourage creativity and should be 
individualized to each patient’s needs, linked to any 
personal history of trauma, and tailored to environmental 
resources.” 


Each ICPP must contain, by policy, these 3 components; more would be wonderful, but 
at least these 3. Do not go into much detail here as each component is discussed in 
depth coming up. The “starred” information comes directly from PC-701 and is 
intended to remind the audience that the ICPP is not simply a form with check boxes. It 
should be meaningful and helpful to the person using it. It also stresses creativity, we 
do not all have the same coping strategies. 
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SLIDE 31 (3 minutes) 
Individual Crisis Prevention Plan (continued) 


INDIVIDUAL CRISIS PREVENTION 
PLAN , CONTINUED 


O Triggers 


What upsets you, angers you, or makes you feel 
unsafe? 


Ask things like: 


Are your triggers internal or external? 
What make you feel hurt or uncomfortable? 
Is there a time of day that is difficult? 
Are there any sights, sounds, or smells that are 
disturbing to you? 
Remember the Universal Trigger: Enforcement of rules 
when in crisis 


A nice definition of Trigger, especially for traumatized people is, “a troubling reminder 
of the event.” 

We are saying “ask things like” because without a trusting relationship it may be 
difficult to obtain helpful information from people when we need to. Asking the 
questions in a more sensitive and therapeutic manner will help. We often begin asking 
these types of questions during the admission process when people may be feeling not 
at their best, or most trustful. 

When people who have been traumatized are triggered by a reminder of the past their 
response from their brain can be an immediate and uncontrollable “fight or flight” re- 
sponse. Until there has been education, time, practice, and patience, their response to 
any trigger will be that quick immediate fight or flight. Their brains function differently 
because of the trauma; they truly have no control over their immediate response until 
they learn a new coping strategy. 


The universal trigger was identified by NASMHPD as enforcement of rules during a 
crisis. The idea that no human can respond positively to the pointing out of a rule when 
they are in the moment of a crisis. Critical to remind people of this since as humans we 
exert control of a situation typically by enforcing rules because we believe we “have 
to.” But that then becomes a trigger for the person in crisis and further escalates 
aggressive behavior. 
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Suggestions and Reminders 


SLIDE 32 (3 minutes) 
Individual Crisis Prevention Plan (continued) 


INDIVIDUAL CRISIS PREVENTION 
PLAN, contiNueD 


Warning Signs — Ask about: 
Behaviors; are they seen or felt 


What might you or others notice if you are losing 
control 


Cues; what will | see or hear 


Are you able to communicate your feelings before and 
during the crisis 


Many people are not aware of their own warning signs. You may want to ask family or 
friends if available, “What does your friend/relative look or sound like when they are 
upset?” Or you can ask the recipient “What do people tell you they saw or heard when 
you were upset”? 

Just as with triggers be thoughtful in how you ask the questions, do so ina manner that 
is respectful, therapeutic, and sensitive. 


It is important to stress the ability to communicate during this slide. It is vital to be able 
to connect with a person who is in crisis; traumatization brings about an ongoing 
problem for a person that can take many mental, social, emotional, and physical forms. 
The brain completes its growth by age 5-6, so it is easy to understand that anything that 
interferes with normal development (trauma) can change how the brain grows and 
responds. So our recipients may not have the ability to “tell” you how they feel about 
certain things or what their warning signs are, or even what happened when they have 
been triggered. Their “behavior” will most likely tell you. Many times they do not have 
the ability to tell you with their words, the memory is buried and their response is an 
automatic one. 

This bullet also serves as a way to reinforce that the better rapport you have with a 
person the better you will communicate with them during a crisis and be able to get 
thru their intense emotions. 
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Suggestions and Reminders 


SLIDE 33 (3 minutes) 
Individual Crisis Prevention Plan (continued) 


INDIVI DUAL CRISIS PREVENTION Refer back to Proficiency requires practice 
here. Our recipients and staff both need 
P LAN CONTINUED time to develop new skills. 


Coping Strategies — Ask: 
What helps, What does not help? 


Do you need movement, sound, or quiet to 


calm? 


How can staff help? 
Who would you like to talk to? 


It is important at this point to talk about finding individualized ways for recipients to 
cope. The ICPP was intended for that but staff also have to be receptive to the idea and 
think outside of the box. Remind the audience of the 5 senses......Sight, Smell, Taste, 
Touch, and Sound. Vestibular Input (knowing whether my body is in movement or not), 
and Proprioception (knowing the position of and any movement of my extremities in 
relationship to my body) are 2 additional senses that can be offered also as a coping 
strategy. Just as we all have unique triggers we have unique coping strategies. We have 
different ways of self-soothing; some people need sound or quiet, while others need 
movement or the ability to verbalize. We have to find the skill that allows the recipient 
to be successful....because that leads to recovery. Do not think of the ICPP as just a 
paper exercise, just a document with a few checks on it. The coping strategies on the 
form are examples of strategies that work for many people, but not for everyone. Dig a 
little deeper.......the majority of adults identify smoking as a coping strategy, yet we are 
non-smoking facilities. So ask the next logical questions, “What can we do instead of 
smoking” and “What do you need to deal with the cravings?” 


And when youth or adolescents can’t seem to give an answer, ask available family or 
other concerned adults. Ask what they like to do for fun because that may lead to what 
works as a coping strategy. Also consider showing them the comfort room, box, or cart 
that your facility uses....typically the first item a person reaches for is the item that 
appeals to them as a coping strategy also. 


We may not agree with the recipient’s coping strategies, for example, cutting, using 
drugs or alcohol, or bulimia. However, those coping strategies have been successful in 
their eyes. It is wrong to assume they will stop using the skill or look to replace it just 
because they are admitted and we do not approve or condone of the skill. Instead; help 
the person find and develop a skill that is safe and yet will work. It will take a lot of 
practice and reinforcement but well worth it in the long run. 
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Suggestions and Reminders 


Part of our culture change is to accept that people need to develop new coping 
strategies and the time and patience to do so. We must build in practice time of the 
skills and provide positive reinforcement when they are used. So every encounter we 
have with a recipient should become a teachable moment, skill development for them, 
and rapport development for us. 


SLIDE 34 (3 minutes) 
Individual Crisis Prevention Plan (continued) 


INDIVIDUAL CRISIS PREVENTION 
PLAN, contiNueD 


What is preference for: 


Medication 


By mouth or injection 
Seclusion or Restraint 
Male or female to talk with 


Particular person to talk with 


Remind the audience that it is truly what the recipient prefers....not what we believe is 
less restrictive or think “works better.” Also remind them not to bring their own biases 
into the picture....especially around the area of medications. For some recipients it has 
become their coping strategy or survival skill, so we must work hard to find a 
replacement if indeed the team does not feel that taking medications is a healthy 
choice for them. But if medication has been ordered for the recipient it must not be 
denied as a coping strategy . 

What may also come up when talking about medication by mouth or injection is 
medication over objection. That is not a patient preference and should not be discussed 
here. However; it may also be helpful to talk about what happens when a person 
refuses po meds during a crisis and then IM’s are ordered. How many times have we 
encountered a situation in which the IM’s are given because “You had your chance to 
take the pills and you refused, now you get the shots”... or something like that! That 
would be coercive, disrespectful, and potentially traumatizing. 
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SLIDE 35 (5 minutes) 
PMCS Process, Step 2 


Time for a transition here: 

We have spent the last several slides 
PMCS r ROCESS, STE ig 2 discussing Step 1 of the 4-Step Process. 
Remind the audience of where we are at 
this point in the curriculum. 


What does it mean to interact? 


O Before the Crisis, a During escalation of the Definition of Interact: 

build the relationship crisis To act on each other. To relate to. 
O Teaching new skills a Teachable moment after Ask: 
5 After the Crisis, the crisis What does it mean to intervene? 


reinforce / rebuild 


Definition of Intervene: 
To involve oneself in a situation so as to 
alter or hinder an action or development. 


the relationship 


Discuss: 


@ What behavior would indicate that staff 
should intervene? 


Define Interaction and Intervention here. Stress that while both are therapeutic terms; er ele eles ed teva! Or epient 
agitation that would require an 


when a person has been triggered or influenced you must “step up your game”. Pay intervention? 
attention and focus on the recipient and what they are trying to tell you with their 

behavior. How do you decide if a situation requires an interaction or an intervention? 

Is there a behavioral warning sign present? That answers the question “is this a simple 

interaction with a recipient or do | need to intervene” because something has 

happened or triggered the person. 


Stress that building the relationship prior to the development of a crisis assists you in 
that your intervention will most likely be successful during the escalation. So the more 
positive interactions you have with a recipient equals success in a negative situation. 
After the crisis our interactions then will either rebuild the relationship that may not 
have been as therapeutic as it should have been, or reinforce an already therapeutic 
relationship we had prior to an event. 


And then after the crisis touch base with the recipient because you now have a great 
teachable moment. If the recipient was able to maintain or regain control then this is a 
coping strategy you want to reinforce and encourage them to use again. If it did not 
work or had a negative outcome then discuss the reasons why it may not have worked 
or try and discover a new approach or technique to try next time. 
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SLIDE 36 (2 minutes) 
Day-to-Day Interaction 


Transition: 


Ask participants to turn to page 15 in the DAY TO DAY INTERACTION 


Participant Workbook, and refer to it as 
you use the following slides to explain. 
Emphasize that effective staff response to What it is: 


each stage of behavior results in more ‘ i ‘ 
successful outcomes. Getting to know the recipient, letting them learn 


about you as a role model. Looking for 
opportunities to practice coping strategies and 


encouraging their use through positive feedback 
and support. 


Before we talk about each stage of behavior during a crisis we first need to talk about 
our Day to Day Interactions with recipients. This is what helps build our therapeutic 
relationship with the recipient. This is what builds a collaborative partnership with the 
people we serve. It is also important to find out what recovery means to the recipient 
and how can you and the team support and empower the person. 


This is essentially our job if you will. We are spending time with the recipient when they 
are not in crisis, building rapport. This is also the time to talk about, teach, and or 
reinforce appropriate coping strategies in a non-threatening situation. 
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Suggestions and Reminders 


SLIDE 37 (5 minutes) 
Day-to-Day Interaction (continued) 


Transition: 


DAY TO DAY INTERACTION Say something like the following: 


“Despite our best efforts and therapeutic 
relationship with the person, they are 
Expectation of Staff: impacted and display negative behaviors. 
So now we need to move in with an 
intervention technique.” 


Develop a therapeutic relationship 


Involve the recipient in activities 


Become aware of the ICPP for each recipient 


Develop a partnership in hope and recovery 


Respond appropriately to requests for services 


Learn about their history, including trauma 


Stress each bullet. These are all expectations of being a therapeutic person. 

Remind the class that one of the characteristics of a person who has been traumatized is 
difficulty forming relationships with others. That means staff should be diligent and not 
give up too easily. 

Staff should always offer hope to recipients that their recovery will be one that they 
envision and want. 


Respond to requests.... talk about “How to say no” in a respectful and therapeutic way, 
because sometimes we do have to say “no.” It also refers to staff’s attitudes when 
recipients approach them to have their needs met. Our response, if negative, can 
re-trigger a person who may already be upset. Staff need to be continually aware of their 
verbal and non-verbal communication. We are expected to be humane, respectful, and 
therapeutic. 


Some examples of ways to say “No” are; “Can | help you in a few minutes”, “This sounds 
important to you, let’s talk about it”, “I hear what you are saying and here is what | can 
do right now”. 


There are times that it appears that the recipient is manipulating or trying to get 
something that was previously refused. When a person is upset and could lose control is 
not the time to quote rules or blindly enforce what they are supposed to do. Do 
everything that will help the recipient regain control. Offer choices, (e.g., What would 
help you now?) or give clear and direct options. After, during a neutral time, when the 
recipient is calm; is the time to discuss inappropriate behavior, not when someone is 
upset. Then is the time to have the discussion about “let’s talk about how to get what 
you need differently.” 
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Stress that the staff responses for each 
stage of behavior are expectations of 
performance, not suggestions. 


SLIDE 39 (4 minutes) 
Stages of Behavior/Intervention 


Stages of Behavior /Intervention 


MIDDLE 


60 - 85 


" Limited effective 

Many effective . 
Fewer effective options options 

More skill required Great skill and effort 
More rapport required 


Great rapport 


options 
Some skill 


Some rapport 


Remind staff that any of the verbal/nonverbal interventions will be effective as an option 
here. However, as a person escalates in behavior it can become a challenge as to finding 
the technique that will work in that moment. A therapeutic option becomes more 
successful when we have a rapport and knowledge of the person. If a particular 
technique did not work the first time, try it again; or have another person try it. 


SLIDE 39 (2 minutes) 
Early Stage Behavior 


EARLY STAGE BEHAVIOR 


What you observe: 

co Recipient is displaying known low level 
warning signs 

o Examples: Quietly talking to self, 


anxious, pacing, rocking, ANY change in 
usual behavior, etc. 


a The change can be subtle and easily 
missed 


A reminder that these warning signs are just some of the examples but that staff can 
miss them due to one of the stumbling blocks, they may be subtle in nature or staff 
do not yet have a relationship with the person and aware of their warning signs. This 
may also be the place where a “Common Response” can occur due to the preceding 
reasons. 
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Slide 40 (5 minutes) 
Early Stage Intervention 


EARLY STAGE INTERVENTION 


Definition of empathetic: 
; Identification with and understanding of 
Expectation of staff: another’s situation, feelings, and motives. 
a Recognize the behavior displayed for what 
it is 
o Alert staff in the area to the change 
a Provide an environment that encourages 
communication 
co Be supportive and empathetic 
a Say something like; “I noticed you seem 
anxious, let’s talk.” Focus on the person, 
not the behavior! 


It is important to stress for the first bullet that staff need to sometimes even recognize 
that the person is entering a crisis. Because of our own issues or neglecting to remem- 
ber the stumbling blocks. 

This is the first alert you will see, alerting your co-worker now puts them on notice. You 
focus on the recipient in crisis and they now alert other staff and focus on you and the 
recipient. 

An environment that fosters communication is one that is trauma sensitive and private 
if necessary and can also serve to remove the recipient to a quieter and more private 
area. In other words, the middle of a dayroom is not always the best place to defuse a 
situation. 

Stress that staff should focus on the person, not the behavior. Behavior is driven by a 
need, so staff need to figure out what that is to be helpful. 


SLIDE 41 (2 minutes) 
Early Stage Intervention (continued) 


EARLY STAGE INTERVENTION, 


CONTINUED 


5 Provide an opportunity for privacy 
o Offer clear choices from the |CPP 


a Continue to assess and choose 
interventions from the continuum 


The last bullet is simply this: We want staff to choose their intervention based on the 
behavior exhibited by the recipient . Which you will now teach in the continuum. 
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SLIDE 42 (5 minutes) 
Continuum of Interventions 


Continuum of Interventions 


Calming 


>» Non-verbal 


B > Verbal : 
Preventive Physical 
> Awareness , UN > Defensive 


> Restructure > Restraints 
Environment leat Mos 
> Suggest Alternative Resistive iets 


Activities 


> Active Programming 
> ICPP Choices 


> Medication 
> Time away 


> Comfort Items 


It is helpful when presenting this slide to begin with a comparison of a hierarchy vs. a 
continuum. We chose a continuum because it allows us freedom of movement; we base 
our choice of intervention on the behavior of the recipient. Think of it as a slide rule, we 
move as we need to. In addition, please stress our choices are all therapeutic and are by 
definition an intervention. We chose our intervention based on the behavior of the 
recipient. And, take your time. Do not think of these as Early-Middle-Late Interventions; it 
is fluid and movable, staff respond based on the behavior the recipient exhibits. For 
example, staff observe a recipient looking tense and clenching his fists. This scenario calls 
for staff to display an intervention. Begin with calming and adjunct. Staff may say 
something like “Tell me what’s going on.” The recipient will then give a response to that. 
Staff bases their next intervention on the recipient response to “Tell me what ‘s going on.” 
Leave staff with the message that they must assess along each step of the way and not 
automatically respond at the more restrictive end of the continuum. This is early stage, 
intervene appropriately. It is never appropriate in early stage to chose physical as an 
option. 

SLIDE 43 (2 minutes) - Middle Stage Behavior 


MIDDLE STAGE BEHAVIOR 


What you Observe 

a Threatening tone and behaviors, an 
increase in body or extremity 
movement. Disruptive or destructive 


behaviors. May refuse offered 
interventions. May be pleading or 
demanding if not recognized. 

a Difficult to miss due to the body 
language and tone of the recipient. 


Middle stage is difficult to miss but sometimes staff fails to recognize that it is middle and 
treat it similar to early. They may also view it as late stage and respond at the late end of 
the continuum and fuel the crisis. Remind staff to “step up their game” at this point. 
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SLIDE 44 (5 minutes) - Middle Stage Intervention 


MIDDLE STAG E For example, a recipient is going along the 
hall ripping down artwork or papers that 
| NTE RVE NTI ON are posted. A bad choice is “Stop it right 
; now or you are going to time out.” A good 
Expectation of staff: choice is “You could keep tearing things 
a Initiate an immediate intervention off the wall and upset other people, or 


you and | could talk about what is wrong.” 


: : ith ff More examples: “Let’s take a walk”, 
pC perineal WIL sis “Which of your comfort items would help 


co Supportive Stance now”? 
a Offer a change in environment 


a Provide choices in a non-judgmental 
manner 


o Notify/Involve treatment team 


e Initiate: Emphasize the first bullet. Staff have most likely missed the early stage 
and must begin an intervention immediately! Step up their game! 

e §©Notifying treatment team: If they are not already there, it is an expectation they are 
called. We need others for several reasons: One of them may have a key piece of in- 
formation to defuse; one of them may have the better rapport; one of them may be 
the “right” person to defuse, and also to provide a supportive role as a part of the 
team. The staff member doing the notifying is most likely the person we alerted in 
early stage. Also talk about what the team “looks” like on the evening, or week-end 
shifts. The team may be smaller and composed of staff that do not have the same 
relationship with the recipient. 

e Coordinate actions: Who is doing what? Is the person with the best rapport there? 
Do we have staff responding therapeutically, or emotionally? 

e Supportive stance: Do not teach it here, but reference it as a technique coming up. 

e Offer achange: You may have already moved to a more private area from early 
stage, but if not, then do so now. But another change may be due — offering a change 
is giving a choice and gives the person another opportunity to calm. 

e Providing choices: This is not about quoting rules. People who are losing control 
emotionally greatly benefit from a staff member stepping forward to keep them and 
everyone else safe. As people are losing control but wanting to regain it, they need to 
“save face.” Giving choices does that. (See example in sidebar.) 


SLIDE 45 (5 minutes) - Middle Stage Intervention (continued) 


MIDDLE STAGE INTERVENTION, 


CONTINUED 


a Offer options from the ICPP 
a Keep other recipients safe 


o Continue to assess and offer choices 
from the continuum 


o Be prepared for further escalation 


a If escalation continues activate the 
emergency response 
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SLIDE 45 (continued) 


e Offer options: Remember the ICPP; just because an option was refused the 
first time it was offered does not mean it will be the second time it is offered. 
Other options include a different staff person intervening, or a change in 
location. 

e Keep others safe: Staff not involved in the actual intervention can make sure 
that other recipients are okay, moving others out of the way, thinking about 
obstacles, or closing a door, etc. 

e Continue to assess: Remember the continuum. Choose the intervention 
appropriate to the behavior. 

e Be prepared: Escalation can happen here and may due to staff’s response to 
the patient’s behavior. If we are frustrated, judgmental, or impatient we can 
cause the escalation. And conversely escalation times for people vary. 

e If escalation continues: The third notification, if it appears the crisis is 
progressing to late stage and the interventions are not effective, then activate 
the emergency response for your facility. 


SLIDE 46 (3 minutes) Continuum of Interventions 


Continuum of Interventions 


Calming 
> Non-verbal 


: > Verbal . 
Preventive Physical 


> Awareness > Defensive 


> Restructure > Restraints 
Environment 


> Suggest Alternative 
Activities 


> Active Programming 
> ICPP Choices 


Adjunct 
> Medication 
> Time away 


> Comfort Items 


Remind staff to choose an appropriate intervention based on the behavior from the 
recipient. Middle may be scary to some people but there is no justification for 
responding on the physical end of the continuum. Again, remind staff to take their time, 
do not rush the process. Even though middle may be scary for some people it is not 
appropriate to respond with a physical intervention choice. 
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SLIDE 47 (3 minutes) Late Stage Behavior 


LATE STAGE BEHAVIOR 


What you observe 


Aggressive behaviors are evident. May 
be threatening bodily harm to self or 
others. May threaten to use a weapon or 
other violent actions. Safety concern is 
elevated. 


Imminent Danger may occur only in this 
stage. 


Remember to define Imminent Danger for people (serious harm to self or others is 
about to occur or is occurring). Also, talk about the fact that imminent danger is always 
in the late stage of behavior, but not all late stage is imminent danger. In other words, 
staff do not need to rush to judgment when they see late stage behavior and place 
hands on. Assessment and consideration of which intervention to use is needed. 


For example; a recipient throws a chair across a crowded dayroom towards the wall 
away from others. Imminent danger? Don’t know yet. Staff’s first response should be a 
verbal intervention, such as ventilation or reassurance, or even simply calling the per- 
son’s name out to get their attention. How the recipient responds to the intervention 
attempted will define imminent danger. 


So: 

1. The recipient says “F... you” and sits down. No 

2. The recipient heads towards another chair and has a history of harming others with 
objects. Imminent danger? Maybe, some staff will view it as imminent danger 
based on their confidence, experience, or relationship with the recipient. Others 
view it as not because of their experience, confidence, and relationship with the 
recipient. 

3. The recipient heads towards another chair, has a history of harming others with 
objects and is yelling “I will smash your heads”! Imminent danger? Yes 


Imminent danger is difficult to define in the midst of a crisis. Emotions can take over 
rational thinking and decision making is clouded. This is why we stress that a team 
response is so important. We need to make the safest decision possible in such a critical 
moment. 
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Suggestions and Reminders 
SLIDE 48 (5 minutes) Late Stage Intervention 


LATE STAGE INTERVENTION 


Expectation of staff: 

co Ensure a Team Response 

co Supportive Stance 

o Offer space 

o Proactive Management of Interventions 


a Continue to assess and choose 
interventions from the continuum 


a Consider a physical intervention if justified 
co Coordinate team response 
co Restraint or Seclusion if justified 


Begin by reminding staff that just because they are responding to an emergency call it 
does not automatically mean we are placing hands on. 


e Ensure a team...Make sure there are enough staff to safely carry out any physical 
intervention if that is the decision. Does everyone know their role, have we 
established team rules. Do you work in an environment in which team members do 
not always respond? Do they remain in their office, or not answer pages? May need 
to discuss this with the audience. Remember, the team will look different 
depending upon the day of the week, and the time of the day. 

e Supportive...reminder to always remain in this stance and be prepared. 

e Offer space...|t is human instinct to move closer to a person losing control, 
especially with a team response. It gives us a measure of control over the situation 
however it likely serves as a trigger for the recipient in crisis. They will feel 
threatened and react physically. 

e Proactive management...Briefly define this as checklist of all the alternative 
strategies we should have done before placing hands on. Will be taught further in 
Module 4. 

e Continue to assess...a reminder of the continuum. Late is the only stage in which 
you potentially have the justification to place hands on. 

e Consider physical...Remember imminent danger waxes and wanes and 
justification to employ physical intervention is the presence of imminent danger. As 
humans when we expel energy, such as verbally yelling or physically throwing 
something, there is a pause that occurs. It is as if the body has taken a “breather” 
and waiting to see what happens next. That is the moment for staff to move in ,so 
to speak , with a verbal intervention. 

e Coordinated team response...Do we have staff capable of safely executing a 
physical intervention. For example; are they physically and emotionally prepared? 

e R/S if justified...I mminent danger must be present to justify hands on. 
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Suggestions and Reminders 
SLIDE 49 (3 minutes) Continuum of Interventions 


Continuum of Interventions 


Calming 
>» Non-verbal /Verbal 
2 > ICPP Choices A 
Preventive a Physical 
> Awareness > Defensive 
» Restructure > Restraints 
Environment ous 


ews uy 


> Suggest Alternative “_**sts 
Activities 


> Active Programming 


Adjunct 
> Medication 
> Time away 


> Comfort Items 


Remind staff to choose the intervention that fits the behavior assessed in this situation, 
and also that imminent danger is fluid. Take your time again, many times the expecta- 
tion of staff to quickly resolve the crisis can be another trigger for the recipient who is in 
crisis already. This is the stage which you can consider a physical intervention. 


SLIDE 50 (2 minutes) Issues Impacting Staff Responding to the Crisis 


ISSUES IMPACTING STAFF 
RESPONDING TO THE CRISIS 


Biological 
Psychological 
Environmental 
Personal History 


Make a transition here for the audience. 


We have spent all this time discussing the stages of behavior and how to respond; 
now let’s discuss what may get in our way of being therapeutic and effective. 

There are things that may be going on with our bodies, our minds, or around us. And 
by personal history one of the things we mean is that a staff member may have their 
own history of trauma and be triggered by the situation. 


So, do not expand on each bullet because they will be broken down individually 
next. 


CS SS e__—_— et 
Preventing and Managing Crisis Situations - Trainer Manual 2014 3:19 
© New York State Office of Mental Health. All Rights Reserved. 


Module 3: Preventative Approach 


Suggestions and Reminders 


Do not teach each of our bodies natural 
responses to the release of adrenalin. 
Each of us experiences that release of 
adrenalin in different ways. 


Lead a discussion with the audience about 
how to “handle” this adrenalin rush. 


Transition Point: 

In order to ensure successful interaction/ 
intervention and to ensure that 
interventions are the least restrictive 
intervention, it is important that staff 
develop an ongoing awareness of 
themselves. 


Self-Evaluation (5 minutes) 
An individual exercise. 


Suggest that participants complete the 
worksheet in the Participant Workbook 
and answer the following self-evaluation 
questions as a lead-in to discussion on 
consideration of staff issues and their 
impact on successful intervention. 


1. Describe some of the feelings and 
attitudes you have about working with 
behaviorally aggressive recipients. How 
have these feelings and attitudes 
helped or hindered your ability to 
achieve a positive outcome in a crisis 
situation? 


2. Think about a time when your own 
physical and/or mental state interfered 
with your ability to deal effectively with 
a recipient in a crisis situation. Describe 
some of the specific factors that 
influenced you. How would you behave 
differently if a similar situation were to 
occur again? 


3. Think about a time when 
environmental considerations 
interfered with your ability to deal 
effectively with a recipient in a crisis 
situation. Describe some of the factors 
that influenced you. How would you 
behave differently if a similar situation 
occurred again? 


4. Describe some of the feelings and 
attitudes you have toward work and 
your co-workers. How have those 
feelings and attitudes helped or 
hindered your ability to achieve a 
positive outcome in a crisis situation? 


SLIDE 51 (5 minutes) Biological Considerations 


BIOLOGICAL 
CONSIDERATIONS 


Pain 


IIIness 


Fatigue 


Fight / Flight Response 


Now we need to talk about those things that impact on the quality of our responses to 
a person in crisis. We begin with those things that affect us physiologically, in our 
bodies. Along with not feeling well another thing that may happen to our bodies, 
especially during a crisis, is the “Flight or Fight” response. It is a natural response to 
what the brain perceives as danger. Adrenalin is released to prepare our body for fight 
or flight. It is important that each person knows their bodies response to the adrenalin. 


For example, does your respiratory or heart rate elevate. Do you sweat, or does your 
mouth get dry. We all respond differently and the adrenalin gets re-absorbed back into 
our bodies at different rates; so you may experience some of the signs of that adrenalin 
rush longer than others. 


Remember: Recipients also experience the fight or flight response and for those that 
experienced trauma this response may be significant. 


A new staff member may experience this for the first time on a locked unit during a 
crisis situation; it is important to talk about it and stress that it is a normal response and 
with time it will improve. We have confidence and knowledge that help our body and 
mind to filter information better during a crisis situation. An experienced staff member 
will sometimes experience this adrenalin rush also and need to acknowledge it and deal 
with it; you need about 3-6 seconds to switch your brain from the reacting part (fight or 
flight) to the response part (rational). We do this by taking a deep breath, counting to 
10, or reciting our ABC’s, etc. 

Some studies have shown that when we are in a fight or flight response we can 
temporarily “lose” 10-25 IQ points. That is why we do not always make a rational 
decision. Those points come back when our cerebral cortex takes over from the 
amygdala response in our brain; hence the deep breaths, or counting. 
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Suggestions and Reminders 


SLIDE 52 (5 minutes) Psychological Considerations 


PSYCHOLOGICAL 
CONS!IDERATIONS 


Presence and severity of everyday stressors 
Desire to work with people 


Pressure from ourselves, Supervisors, or 
peers to make things change 


Acceptance as a therapeutic role model for 
the recipient 


Making a rational decision rather than an 
emotional response 


Exhibiting self-control 
Having confidence in one’s competence 


Along with those things in our bodies that get in the way of us responding therapeuti- 
cally in acrisis are the things that affect our minds. 


It is essential that staff are aware of any psychological considerations that may be 
affecting their performance. Having control of these considerations in a crisis situation 
only improves a success outcome. For instance, just having confidence in your 
competence will markedly increase your success at calming. 


Self-assessment of staff’s desire to work with difficult people on a daily basis is essen- 
tial. Without consideration of their physical and psychological condition, they may be 
inclined to respond inappropriately in difficult situations. 


When we say “Acceptance as a role model” we are referring to each staff member’s 
individual acceptance. It may be a lot of pressure for staff to remain therapeutic when 
instead they feel emotional during work situations. 


Making a rational decision goes back to losing those IQ points we talked about earlier. 


It may be difficult to exhibit self-control as a staff member if you feel threatened or 
have been hurt in some manner. It is essential that as peers we also assess each other 
during acrisis, because safety is the number priority for everyone. 
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Suggestions and Reminders 
SLIDE 53 (5 minutes) Environmental Considerations 


ENVIRONMENTAL 
CONSIDERATIONS 


Furniture as obstacles Recipients who 

a Objects that can be cannot/will not remove 
thrown : 
Objects that can be Location of phone 
used as a defense Personal Alarm System 


themselves 


against thrown objects Hot beverages or food 
Location of restraints Utensils 


and the condition Cigarettes, lighters, or 
Noise levels matches 

a Visitors Territoriality of the 
Locations of exits and recipient 
doors Advance planning 


Environmental issues are at the forefront of our minds on a daily basis as we work, but 
it is a reminder here in the curriculum that we must not forget their impact during crisis 
intervention. 

Advance Planning means: are we thoughtful of things that get in our way during a crisis, 
and do we do this before any crisis? Are we really prepared for what might occur? 
Practicing, or visualizing what could happen, those “what ifs” can lead to success. 
Large group discussion: Ask the group to give examples of how environmental 
considerations have influenced previous situations they have experienced. If time 
allows, conduct the following activity: 

Risk-mapping, ask the following: Where do most incidents occur? 

Are there environmental considerations that may contribute? 

If so, what can be done to change/improve? 


Write answers on newsprint. Compare answers with overheads. 
SLIDE 54 (5 minutes) Personal History 


Personal History 


Might include the following: 
Any trauma history you may have or; 


© Your relationship with the recipient formed from 


previous admissions 


We may bring our own trauma past to the crisis and be triggered. Or, we know a 
recipient from previous admissions and may have not had a good relationship with 
them and it impacts us today. Sometimes, the recipient may have threatened or 
harmed us in the past and this too impacts the quality of our therapeutic response. 
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Suggestions and Reminders 
SLIDE 55 (5 minutes) Staff Physical Attire 


STAF F PHYS | CAL ATT RE Ask group to identify specific aspects of 


physical attire and personal appearance 
that may influence safety on the job. 
a What are aspects of dress and 

appearance that may affect safety? Caution: Give an example of inappropriate 
dress for both sexes. 


Highlight items not identified by the 
group. This discussion is not designed to 
determine dress code for a facility. In the 
event such questions arise, refer to either 
OMH or facility policy. 


Attention should be paid to one's attire at all times. Inappropriate choice of attire can 
hinder successful interaction with an individual exhibiting aggressive behavior. Injuries 
may occur to both recipients and staff as a result of failure to pay attention to the 


following: 
e =6Ties e Inappropriate shoes 
e Long hair e Name pins 
e Pens, pencils e 6Cigarettes 
e Matches, lighters e Glasses 
e = Tight/loose clothing e Expensive clothing 
e Jewelry e Med keys/necklaces 
e Stethoscope e Personal belongings 


e =6Articles of sentimental value 


As a general rule, it is best for staff to: 


e Wear clothing/footwear that allows freedom of movement. 
e Not to wear clothing or accessories that could be used as a weapon. 
e Ensure that clothing is not revealing or carries a provocative message. 


Remember: Your appearance and manner of dress for work is a strong nonverbal 
message to both recipients and team members. 
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Suggestions and Reminders 
SLIDE 56 (2 minutes) PMCS Process: Steps 3 and 4 


Make a transition for the audience. We 
have spent all this time on the first 2 steps 


of the PMCS 4-Step Process. PMCS PROCESS: 
STEPS 3 AND 4 


1.? 
2. ? 
3. Documentation 


4. Follow Up 


Just a reminder of where you are in the curriculum. We have spent all this time 
talking about steps 1 and 2 of the 4 step process. Simply remind the audience of 
that. Both steps 3 and 4 will be covered in greater depth in Modules 5 and 6. 


DOCUMENTATION 

Communication between shifts is vital. Staff need to be alerted to changes in 
schedules or routines and if someone is having a “bad day.” Documentation needs 
to be very specific as to what problems are identified and which techniques have 
been successful. 


FOLLOW-UP 
Includes the following; Policy Directives, Repairing the Damage, and Essential 
considerations. 


SLIDE 57 (120 minutes: teaching and demonstration of interventions) 


Non-Verbal Interventions 
Teach each of the non verbal and verbal 
interventions as a stand alone technique 
first. Then once that has been done your 
demonstrations can put them all together 


as you would when attempting to de- NONVER BAL INTERVENTIONS 


escalate a crisis situation. 


Selective Focus Limitation of audience 
or stimuli 


Eye Contact 


Time Out 


Proximity 


Body Language and 
Posture 


Touch 
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Suggestions and Reminders 
Non-Verbal Interventions 


Selective Focus 


What it is: 

Selectively choosing to bring no attention to undesirable or irritating behaviors. You 
choose instead to focus on the need or emotion of the recipient; what is bothering 
them. It works because focusing on a person’s mood or affect shows caring or concern. 
It allows the person to tell you what happened and creates a teachable moment. Focus- 
ing on undesirable behavior can cause the behavior to increase instead of stop. 


Tips for using Selective Focus: 

e There is a pause when people expel verbal or physical energy. 

e That is when staff begin the technique. 

e You use your words to convey your understanding but it is considered a nonverbal 
technique. 

e Remember to focus on the need or emotion and not the behavior. 

e If the behavior being displayed is dangerous use a different technique or approach. 


Example of Selective Focus: 
A recipient is heard slamming the bathroom door. As she exits the bathroom, you ob- 


serve her bang a fist against the wall a couple of times. You approach using appropriate 
non-verbal communication and say, “You seem upset. Let’s talk.” 
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Suggestions and Reminders 
Non-Verbal Interventions 


Eye Contact 
What it is: 


Brief eye-to-eye contact with someone who may be upset or is displaying undesirable 
behavior. Therapeutic eye contact demonstrates a helpful presence; it lets the 
recipient know “I got you,” or in some cases “I know something is going on.” 
Sometimes it can be effective all by itself as a therapeutic technique and in other cases 
it needs to be followed up with a verbal calming technique. 


Tips for using Eye Contact: 

e It really is only a split second for the actual contact to be made. 

e May take longer for the recipient to make the eye contact with you so do not stare 
at them waiting for the contact to occur; that would be threatening or annoying to 
the recipient. 

e If are not already in the line of sight of the recipient that needs the eye contact than 
get into their line of sight. Have a reason to be there such as talking to other 
people, performing a small task, etc. 

e Be aware of your body language and facial expression as you make the contact, 
both should be neutral. 

e Be aware of a person’s cultural issues regarding eye contact. 


Example of Eye Contact: 


Recipients are watching a game show on 
television. A patient walks into the room 
and says “Do we always have to watch 
this crap” as he moves to block the view 
of the television. You are in the room 
and position yourself in the line of sight 
of the patient, straighten some 
magazines on a table and make brief eye 
to eye contact. The recipient gives you a 
dirty look but goes and sits down quietly. 
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Suggestions and Reminders 
Non-Verbal Interventions 


Proximity 
What it is: 


A physical presence that is supportive and non-threatening by moving your position 
closer to the recipient who is displaying disruptive behavior. Sometimes just being 
close to the recipient has a calming effect. Sends a message to the recipient that: 
“I’m here to help”. Sometimes it can be effective all by itself as a therapeutic 
technique when your instinct tells you something is developing. In other cases, it 
needs to be followed up with a verbal calming technique because the situation calls 
for it. 


Tips for using Proximity: 

e Try to be on the same level of the recipient; sit if they are sitting, stand if they 
are standing but always keeping safety in mind. 

e Respect the feeling of territoriality of the recipient. The technique does not 
mean you have to get as close to the recipient as possible for it to be effective. 

e Be aware of your body language and facial expression, both should be neutral. 


Example of Proximity: 


Jane’s family has left the unit after visiting. Jane enters the dayroom and yells at her 
peers “You all suck” and throws herself into a chair. Staff simply enters the room 
after her, sits in a chair adjacent to where Jane is sitting and waits. 
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Suggestions and Reminders 
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Non-Verbal Interventions 


Touch 
What it is: 


Therapeutic Touch is a powerful non-verbal message when you have a 

therapeutic relationship with the recipient and they have identified touch as 
soothing. Placing a hand on an individual’s wrist, elbow or shoulder to convey caring, 
reassurance and to encourage self-control. 


Tips for using Touch: 

e Only 3 places to touch in a therapeutic manner during crisis: top of the wrist, top 
of the shoulder, and tip of the elbow. 

e §=Recipient must identify that touch is acceptable to them as a calming choice. 

e Must establish what is known as a “positive anchor” with the recipient before 
using touch. 

e Anchoring means to associate caring gestures with touch as positive, so now 
when you touch the person in crisis your touch is perceived as caring and 
positive. Examples: high “5”’s, fist bumps, shaking hands, offering food, fluids, or 
any comfort measure while you also make appropriate physical contact. 

e We often negatively anchor also, examples: restraint, seclusion, giving 
medications over objection. Ways to counteract the negative: soothing gestures 
or words, offering a pillow or cool cloth. 


Always keep in mind persons who have been traumatized view touch as something 
entirely different. Your good intent is not known to them. In other words, you think 
of touching them as supportive ,and they may see it as coming from the person who 
is a threat or a harm to them. 


Example of Touch: 


Jane from the previous example 
becomes tearful after the same 
member sat down near her. She 
then says “You guys are so lucky, 
you get everything you want from 
your family”. Staff member reaches 
over to her and touches the top of 
her wrist in a therapeutic manner. 
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Suggestions and Reminders 
Non-Verbal Interventions 


Limitation of Audience/Stimuli 
What it is: 


Narrowing of the stimuli offered as a choice to restore calm away from a problem. 
Encouraging a recipient to leave the area or asking other recipients to leave the area 
to get the recipient away from the audience and the agitating stimuli. Limiting 
allows the person to “save face” and shows the recipient that someone cares 
enough to help them when followed up with listening techniques. 


Tips for using Limitation of Audience/Stimuli: 

e Useful for people with an Axis 2 diagnosis (Personality Disorders) or recipients 
who are attention seeking because it removes the audience and/or the stimulus. 

e Do not take an agitated recipient somewhere that you are alone or isolated. 

e If staff chooses to remove the audience as opposed to leaving with the person in 
crisis, be sensitive to the fact that others are now “giving up” their choice and it 
can be disruptive to them. 

e Use enjoyable options to encourage the person to leave with you, such as; going 
for a walk, an activity they enjoy, or simply to have your undivided attention to 
talk. This technique often leads to the use of a calming skill for the recipient. 


Example of Limitation of Audience/Stimuli: 


Tom and Frank begin arguing about which T.V. show to watch. Tom asks “What are 
you gonna do about it idiot”? You notice Frank getting upset but he does not 
verbally respond yet. You say “Tom, let’s take a walk in the hall and tell me about 
the show”. Both of you leave the room as you wait for his response. 
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Suggestions and Reminders 


Non-Verbal Interventions 


Time Out 
What it is: 


Time out is a concept, not a room. The voluntary and temporary separation of a 
recipient from the social milieu by movement to another area. Not appropriate for 
everyone but rather for those individuals who need to be by themselves to regain 
their composure and calm themselves. Time out is also not an empty room without 
stimulation. It can be accomplished in many different ways, and areas. Offer 
acceptable comfort items and use of self-soothing strategies. 


Tips for using Time Out: 

e The words “time out” have a negative impact on people when they hear them. 
So be sensitive; you can say things like “time to yourself’, or “ how about a quiet 
place to go right now.” 

e For people that have self-soothing skills in place, time out gives them privacy in 
a non-stimulating area to regain control and calm. 

e Time out cannot be forced or involuntarily applied. 

e There is never a consequence attached to the use of Time Out, which would be 
coercion. Telling a recipient they must take a Time Out for 10 minutes is 
coercion. 

e People have different ways they self-sooth; remember the 7 senses. They may 
use sound, activity, movement, or visual aids; we are not all the same. 


Example of Time Out: 

Tara is starting to lose control during a group, she is biting her nails and her affect is 
changing. You say “Tara lets go get your calming box and make a selection”. As you 
leave the group with her you go on to say “We will find a quiet area for you to 
relax.” 


Body Language and Posture 
What it is: 


55% of our communication is Body Language and Posture. Transmission of a positive, 
supportive and caring non-verbal message will influence a calming response. A relaxed, 
non-threatening, position or bearing of the body on the same level as the recipient. The 
relaxed posture is not one that leaves the staff vulnerable, but still prepared to employ 
defensive interventions if necessary. It is using your body posture and language as a 
powerful and positive communication tool. 
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Suggestions and Reminders 


Non-Verbal Interventions 


Body Language and Posture (continued) 


Tips for using Body Language and Posture: 

e Listening — watch the person talk and hear what they have to say. 

e Facial Expression — maintain interest and concern while listening. 

e Hand Positioning — be in a manner that is safe and one that conveys a non- 
threatening message to the receiver. 

e Gestures — promote listening, openness and convey calmness. 

e Calm demeanor — taking in a deep breath, slowing the pace and centering your 
attention is a positive step. 

e Positioning — allow for proper and safe spacing between yourself and the recipient. 

e Congruence/Consistency - assurance that the message you are physically 
transmitting is in sync with your verbal message. 

e = If the recipient is sitting, the staff should sit. If the recipient is standing, suggest a 
sitting position. 

e Use with all of the other interventions, it is not a stand alone technique. 


Staff need to be especially aware of their body language and other non verbal’s when 
responding to a code on the units. When a recipient sees staff putting on gloves, taking 
off glasses and watches, or ID tags it sends a message to the recipient that they are 
“prepared for a fight.” In some cases staff become a trigger that then escalates the 
crisis and the recipient feels the need to defend themselves. 


SLIDE 58 
Verbal Interventions 


VERBAL INTERVENTIONS 


Ventilation oO One to One 


Distraction Exploration of 


Redirection Potential 
Consequences 


Reassurance 

Understanding / 

Active Listening 

Modeling Fogging 

O Clarifying the 
Emotional Status 


Dislocation of 
Expectations 
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Suggestions and Reminders 
Verbal Interventions 


Ventilation 
What it is: 


Venting of feelings results in defusing the agitation and aggressiveness. It allows for a 
release (known as a catharsis) of feelings. 


Using open ended questions to allow the recipient to express his or her frustration or 
feelings in the tone and language they choose. Open ended means those questions that 
cannot be answered with a “Yes” or a “No”. For example, “Tell me what happened”? Or 
“What's wrong”? You will see and hear the person calm when it is effective. 


Tips for using Ventilation: 

e This technique is designed for the recipient who is not yet talking. You will see 
visible or physical signs of their anger or frustration such as; pacing, rocking, 
clenching their fists, or slamming objects. 

e Staff must not offer advice or problem solve during the venting. JUST LISTEN! 

e If the venting escalates the persons anger move onto another technique. For 
example: they continue to threaten or demand, it may not be working. 

e Staff must not take what the recipient is venting about personally. If a recipient is 
venting about a staff member and they hear this it your listening looks as if you are 
agreeing and they then feel the need to defend themselves. That is a mistake and 
may escalate an already tense situation. Your silence as the staff listening does not 
mean you agree with what the recipient is venting. You are simply using the 
technique correctly! 

e As the person vents listen for content, focus on what they are feeling so now ask 
questions like “Tell me what that means to you”? Or even just “Tell me more.” 

e Once you have acknowledged the feeling the person is experiencing they may ask 
for help or you can offer, but do not do it too early. This is not about problem 
solving; this is a developing crisis; so just listen and ask appropriate questions. The 
person will have visibly calmed if the technique is working so then it may be time to 
problem solve. 


Example of Ventilation: 


Dave is pacing, has a tight jaw and is mumbling to 
himself. You approach and say “Dave, what’s going 
on”. He says “I’m effing tired of being told what | 
can and cannot do”. You respond “I can see this is 
really bothering you, tell me what this means to 
you.” He then says “I’m a grown man and | should 
be able to make decisions myself, I’m not a 

kid.” (we will end the demo here because another 
technique will be needed at this point, ventilation 
has been successful, you know what has him upset 
and the emotion behind it) 
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Suggestions and Reminders 
Verbal Interventions 


Distraction 
What it is: 


Making brief comments or asking short questions in an attempt to direct the topic of 

conversation to something less volatile. Address the affect first and acknowledge the 

fact that the person is angry and then carefully divert them from the volatile topic. This 

prevents them from escalating to the action phase of aggression. It directs the conver- 

sation to a topic that is either calming or builds the self-esteem of the recipient. Puts 

the topic into a more comfortable and acceptable place or where the recipient has 

comfort and skill. 

Tips for using Distraction: 

e Be brief, use only 5 or 6 words if possible. 

e Must acknowledge first the person is upset, that whatever they are feeling is im- 
portant. Then ask your first brief question. 

e They will give a response and you then base your next question on their response. 

e Your questions or comments will then build based upon what they say, and you will 
take the conversation into a direction away from what is upsetting them. 

e It will take at least a few questions before they are distracted. You can be walking 
with the recipient or engaged in an activity as you “distract” with your words. 

e This technique is especially helpful for a confused person, or in the beginning stages 
of acrisis. Can also work later but more time may be necessary for it to be truly 
effective. 


Examples of Distraction: 

Sam is upset that the group vote for recreation did not go his way. He yells “I hate bas- 
ketball, why does it always have to be basketball. | ain’t going and you can’t make me.” 
You first say “This is important to you, tell me what you voted for?” Sam says “Effing 
volleyball”. You ask “What do you like about volleyball?” He says “I’m really good at it, 
but I’m not going to rec.” You then ask “What else are you good at?” He says “Baseball” 
You ask “What position?” He replies “First base.” You say “Great position, kinda like 
Mark Teixeira from the Yankees, huh?” He replies “you know it” and smiles. 

The distraction is working, he may come back to what had him initially upset but you 
are there now and helping. 
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Suggestions and Reminders 
Verbal Interventions 


Redirection 
What it is: 


Moving the recipient from an emotional to a cognitive response. Redirecting to 
another activity engages their brain to think rather than feel. If you can engage them 
in an activity they enjoy, all the better. Takes the brain from an amygdala response 
to a cerebral one. Effective because it brings the recipient back to a to a more 
comfortable place. Some examples; listening to music, doing some art work, or 
journaling. Engaging in an activity that is enjoyable or soothing is calming. 


Tips for using Redirection: 

e Important to first acknowledge that the person is upset, validate the feeling. 
Say something like “I can see this is important to you....” Or “I can see how that 
would upset you”. 

e This technique works well for the quickly volatile recipient or the person who 
does not have effective verbal skills. 


Example of Redirection: 


Charlie is having a hard time because he was denied a home visit. He is yelling, 
kicking the trash can, and beginning to upset the unit. Staff member gets his 
attention and says “That really sucks, come over here and help me and we'|I talk.” 
Charlie complies. He may or may not talk, the important part is that his brain is 
engaging in a new task and no longer caught up in the emotion. (The walk is the 
redirection, not the conversation!) Now engage him in the activity of helping you. 
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Suggestions and Reminders 
Verbal Interventions 


Reassurance 
What it is: 


This technique has 3 elements; reminding the recipient of past successes, letting 
them know that they have the ability to be successful in the current situation, and 
informing them that you are able and willing to help them deal with the problem. By 
indicating that both the recipient and the staff member have the ability, the recipi- 
ent is given a vote of confidence and a sense of caring from the staff. People benefit 
from a vote of confidence, and help in being successful is appreciated. 


Tips for using Reassurance: 

e Must be genuine in your belief and do not make up successes that they do not 
have. 

e Be aware of your non-verbal communication and be sincere. 

e For this to work best all 3 elements are needed, however; employing one or two 
of the elements will work when you are genuine and therapeutic. 

e Allows staff to reinforce the use of appropriate coping skills 


Example of Reassurance: 


Judy is angry about being asked to share in group. She picks up a chair to throw, a 
staff member approaches from a safe distance and says; “Judy, | know you are upset 
right now and have good reason for it. | also know you got upset last week in recrea- 
tion, remember? You handled it well by getting up, walking away and we talked. | 
know you can do it again and I’m going to help.” 
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Suggestions and Reminders 
Verbal Interventions 


Understanding/Active Listening 
What it is: 


Listening intently to as much information as you can, then taking control of the 
conversation, repeating back to the recipient what they have said. Then at each 
opportunity, adding your perceptions of the various feelings you believe they are or 
were experiencing. People want to be heard and understood. The recipient feels as 
if someone “heard” them when it is done correctly. Understanding is demonstrated 
when inserting the perceived feelings of the recipient whenever you can. 


Tips for using Understanding/Active Listening: 

e Statements are allowed but questions are not, do not problem solve; LISTEN 

e When repeating the information back, start at where the recipient started and 
restate everything you heard, add the feeling you believe they are experiencing. 

e =Any misinformation will be corrected by the recipient. 

e Asking questions or adding comments about yourself is not appropriate, it is no 
longer listening when you do that and shifts the focus onto you instead of the 
recipient. It’s almost as if you are saying “ok, enough about you.” 

e Staff also need to be aware that when they “tap into” the emotion the recipient 
is feeling they risk the recipient feeling emotionally exposed. 

e This may mean they may pull back from you, when we feel exposed emotionally 
we fear it will change how the person feels about us. 

e There is also a possibility that the recipient could tell you more than they 
intended. If what they are telling you is more appropriate for their therapist you 
need to possibly stop them, because this is intended to be a calming technique, 
not a session with a counselor. 


Example of Understanding/Active Listening: 


Building from the Ventilation example: After 
listening to Dave vent you now switch to this 
technique. “So Dave, let me see if | have this right. 
You are tired of people telling you what to do, and as 
a grown man you can make decisions instead of 
people treating you like a child. That must be 
frustrating since you have lived alone and taken care 
of yourself for so long. You also said that when 
people treat you like a child it reminds you of the 
time you were in jail. That must be kinda scary?” 
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Suggestions and Reminders 
Verbal Interventions 


Modeling 
What it is: 


Demonstrate control of your emotions by the tone of your voice and the words that you 
use. Speak simply and calmly, keeping the speed, the tone and the loudness of your 
voice naturally calming. Modeling is the verbal expression of indicating that you care 
and are interested in the recipient, and; it is a respectful exchange that can be an exam- 
ple for the recipient to follow. 35% of our communication is how we sound to another 
person. 


Tips for using Modeling: 

e  =This technique is used with all other interventions. 

e tis acceptable to raise your voice to the level of the recipient. Once you have their 
attention bring your voice down to a calmer, quieter level. 

e Make sure your tone is soothing and therapeutic. If not, the recipient will have a 
negative response to even the most appropriate words spoken. 

e Think of tone as the emotion in your voice. People will often say during a verbal ex- 
change “Quit yelling at me”! You probably aren’t, what people respond to is your 
change in emotion. It may be a sign you are escalating. 
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Suggestions and Reminders 


3:38 


Verbal Interventions 


One-to-One 
What it is: 


Giving a recipient your undivided attention for a specific period of time--5 to 10 
minutes will usually suffice. Reinforce your caring of the recipient by telling other 
staff “I will be with Joe for 10 minutes, in the hall, and we have something important 
to talk about. Please do not interrupt us unless it is an emergency.” Be sure to keep 
the recipient’s agenda foremost, do not add to the discussion other than what the 
recipient wants to discuss. Coupled with Ventilation and Understanding it becomes a 
powerful calming intervention, people just want to be heard. When people feel 
heard and understood the calming occurs. 


Tips for using One-to-One: 

e Make sure other staff members know where you are with the recipient and how 
long you will be unavailable. 

e Stick to the time limit and to the topic of what the recipient says upset them, it 
is an intervention after all, not a therapy session. 

e Recipients can also overexpose during the 5-10 minutes. 

e Problem solving can occur during this intervention. 


Example of One-to-One: 


Sue is upset about a phone call she just got and is escalating. After assessing and 
ensuring that Sue is ready to talk the staff member then says to a co-worker, within 
hearing of Sue , “Sue and | have something important to talk about for 10 minutes. 
We will be in the music room and don’t disturb us unless it’s an emergency.” 
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Suggestions and Reminders 
Verbal Interventions 


Exploration of Potential Consequences 
What it is: 


Getting the recipient to verbalize the potential consequences or choices of continuing 
his/her actions or behavior. Discuss what might occur, could happen or may have an 
effect, rather than what is going to happen, what will occur or has already been effect- 
ed. The recipient, who may be feeling desperate and helpless, needs to have a way out, 
especially if they have backed themselves into a situation in which they cannot save 
face. Important to stress that they have choices. People need to feel a measure of con- 
trol over their life and the decisions they make. This technique allows for that feeling of 
control and the recipient feels empowered to make the choice for themselves. 


Tips for using Exploration of Potential Consequences: 

e It may be necessary to allow for venting before someone is able to explore the con- 
sequences of their choice or decision. 

e Be aware of tone and body language...no judgments! 

e =Recipient’s will not verbalize the “right” choice from the first time you ask a ques- 
tion, sometimes it is the consequence for the consequence; that is why it is an ex- 
ploration. 

e This technique is also useful before the crisis has erupted and especially when a 
recipient does not want to adhere to policies or routines and it has an impact on 
themselves and others; such as refusing to go to lunch or take routine medications. 

e Works best when the recipient verbalizes the consequences rather than you, but is 
not necessary for success. 


Example of Exploration of Potential Consequences: 


Jim is disgruntled because his discharge has been delayed again. He is yelling out “I’m 
kicking down the door and leaving now.” He begins to walk towards the exit. Staff asks 
“Jim, you are really mad. You could kick down the door, what might happen if you do?” 
He says “I’d be outta here and with my girlfriend.” You then ask “So, what might hap- 
pen next?” He says “Who cares, I’d be home.” Next ask “How might your girlfriend or 
mom feel about this?” He says “Well, probably get pissed at me.” You then ask “What 
might be a different plan for getting out.” He replies “Talk to the team, but I’m still 
pissed.” 


Preventing and Managing Crisis Situations - Trainer Manual 2014 3:39 
© New York State Office of Mental Health. All Rights Reserved. 


Module 3: Preventative Approach 


Suggestions and Reminders 
Verbal Interventions 


Dislocation of Expectations 
What it is: 


Not reacting defensively to verbal aggressive, threats, or “Baiting” from the 
recipient. Look to the overall goal and keep it in sight. It is essential to know and 
review your own personal triggers so that you will be somewhat prepared when and 
if the recipient attempts to push your buttons. Sometimes recipients “hurl” insults 
or threats in an attempt to get the focus off of them or as a test for the staff. By 
dislocating the recipient’s expectations, in other words, give them what they don’t 
expect, you remain therapeutic and respectful, and it changes the intent. 


Tips for Dislocation of Expectations: 

e You must remain therapeutic: voice tone, word choice, and body language is 
crucial to making this technique successful. 

e Some examples of dislocation are: Silence, saying “I’m sorry that happened”, or 
a nod of the head. 

e More examples; Verbalizing acceptance of the feeling, showing empathy, saying 
something like; “Let’s keep talking about you, not me”. 


Example of Dislocation of Expectations: 


Staff have responded to a code ona unit and Todd is backed into a corner yelling out 
to the team, “You think you can take me, you’re a bunch of dumbasses ‘eff’ you.” 
The team responds with silence and the “talker” simply says “ Please, let’s just keep 
talking to each other.” 
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Suggestions and Reminders 
Verbal Interventions 


Fogging: A Specific Way to Dislocate 
What it is: 


To agree in part to criticism or verbal attacks, or to find some part of what the person is 
saying that you can agree with. Agree with that part of the attack that is true. Do not 
act defensively or offensively by counterattacking. Goal is to “join” with the 

recipient. They will be left with the idea that you “understand” and continue talking. 


Tips for using Fogging: 

e When you “partially agree” with the recipient it aligns the two of you. 

e The fogging demonstrates you understand what the recipient is feeling but takes 
the intervention back to the issue. 

Be aware of your own personal triggers so you are not caught off guard. 

It is called fogging for this reason; what happens when an object is thrown into the 
fog? It simply disappears, you have no idea the direction it went. Same goes for in- 
sults, they disappear into the fog. 


Example of Fogging: 


As a staff member you are listening to a recipient vent when he suddenly says to you 
“What are those, coke bottles you’re wearing for glasses?” You respond “My glasses are 
a bit thick.” 

Another: The recipient says in a nasty tone “You’re just a fat pig” You respond “I know | 
need to lose weight, lets keeps talking.” 
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Suggestions and Reminders 
Verbal Interventions 


Clarifying the Emotional Status 
What it is: 


Respond to the person’s expressions of anger or verbal threats with a less threatening 
emotion and empathy. Ina sense you are telling them the emotion you believe they 
are actually feeling. Anger masks the other emotions a person is experiencing. It brings 
the emotion of the recipient’s current behavior to the surface. People “get” and 
understand anger, but most times our recipients are really experiencing another 
emotion. Anger masks hurt, sadness, guilt, pain, and many other emotions. It helps the 
recipient identify the emotional charge that is behind a particular behavior. So the next 
time they may experience that emotion it will be familiar and more easily handled. 


Tips for using Clarifying the Emotional Status: 

e This technique really begins after you have used a listening technique, the 
recipient’s feeling is clear to you, and they have begun the calming process. 

e So, you can simply state the emotion “You must be feeling...” Or own it yourself; “If 
that happened to me | would feel...” 

e Sometimes the emotion that the recipient is experiencing is a difficult one for them 
to accept. So you can focus on the “how” of why you believe they are feeling that 
particular emotion. “I can see the disappointment on your face”, or “I hear the hurt 
in your voice”. Even “You must be.......” is acceptable. 


Example of Clarifying the Emotional Status: 
Joe is upset because his family are once again missing a visit. As staff are talking to 


him, he says, “Take those a--holes off my visiting list, | don’t need parents anyway.” 
You respond, “If my parents had missed another visit, | would be pretty sad.” 


On the next page are suggestions for class activities to enhance participants learning. 
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Suggestions and Reminders 


Activity A 
Begin with a reference to the video shown in Module 2. 


First person takes on the role of Mr. Peters. 
Second person responds using verbal and nonverbal interventions. 


Identify the verbal and nonverbal calming techniques attempted and discuss their 
effectiveness. 


After three minutes switch roles until all have had the opportunity to perform each role. 
Activity B 


Use role play or video segments to demonstrate ineffective verbal and non-verbal 
interventions. Ask participants to repeat the role play using effective verbal and non-verbal 
interventions. 


First person takes on the role of the recipient. 

Second person responds using verbal and nonverbal calming interventions. 

Third person serves as an observer. He or she will identify techniques used using the 
checklist in Appendix A-13. 


Participants will switch roles until all have had the opportunity to perform each role. 


Conduct a group discussion relating to the participants’ experience with the activity used 
emphasizing the benefits of mastering these skills. 


Note: The Calming Techniques Proficiency Checklist in the Appendix of this manual is an 
optional tool that may be used to asses competencies. 


Video Activity and Brief Lecture (30 minutes) 


Inform the participants that they will now observe the scenario with Mr. Peters' video 
again, this time with the sound off. 


Tell them that you wish for them to now examine how we communicate nonverbally. Ask 
them to observe Mr. Peters’ signals, staff interactions, responses, and body language for a 
discussion after the tape. 


Replay the video “incident” scenario with no sound. Stop the tape as Mr. Peters reaches 
for the nurse’s pen. 
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Suggestions and Reminders 
Safe and Supportive Stance 


A Safe and Supportive Stance should be practiced/utilized by staff at times of low/no 
stress, so that it becomes part of your normal relaxed interaction style. Low/no stress 
practice allows for the passing of any perceived awkward feelings that you may have. At 
times of high stress, the use of a Safe and Supportive Stance will then become a natural 
and safe method for you to interact /intervene with a recipient. 


Adopting a safe and supportive stance is critical. There are four steps involved in 
adopting a safe stance: 


Move to safest shoulder side. 

Slide a foot back. 

Feet 18 inches apart: 10:00 or 2:00 position. 
Hands above belt line. 


a a 


Instructor is to describe & model: 


Proper Spacing & Proper Positioning 

e Is approximately 18 inches beyond the reach of the recipient. 

e sto a shoulder side that yields YOU the best safety advantage. 

e The feet should approximate a 10:00 or 2:00 position (as indicated by the 


instructor). 

e Feet are approximately 18 inches, shoulder width apart (this allows for a wider base 
of support). 

e Astep back expands the “safety zone” and gives you the greatest advantage for the 
situation. 


e Hands should be available for use/defense and for emphasis of your nonverbal 
message, that is why above the belt line. Hands can be loosely clasped or simply 
one on top of the other. Do not have to look like the photo, just able to be available 
quickly. 

e Verbal calming messages combined with hands out and up means nonverbally slow- 
down or stop. “You have your space, this is mine.” 


Advantages of Supportive Stance 

e Less exposure of potential target areas. 

e A better “full view” of the recipient. 

e Increased reaction/deflection possibility time for you. 

e There is a way out for you and possibly the recipient. 

e Allows for a better mix of your verbal and nonverbal messages. 
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Suggestions and Reminders 


Instructor Note: The following activity can be a light-hearted way to reinforce the im- 
portance of nonverbal communication: Ask participants to follow your instruction (as 
you demonstrate). 


Put right hand on top of your head. 

Put left foot in front of your right foot. 
Put your left hand on your right shoulder. 
Put your right thumb on your chin. 


Se Na 


Instructor deliberately places thumb on his/her cheek instead of chin. Ask participants 
to look around and identify how many followed the verbal instruction and how many 
reacted to what they saw. In most cases participants will model what they saw and the 
thumb will be on the cheek. Ask which the strongest message was. What people heard 
or what they saw? Demonstrate other examples i.e., yawning while listening to recipi- 
ent, looking out the window when person is talking, etc. 


Summary: Safe and Supportive Stance 

Instructor emphasizes: 

Body Language & Posture - is a powerful and positive nonverbal communication tool 
when used properly. Having an awareness of your Body Language message can assist 
you in sending a calming; positive, caring and supportive message that will often 


influence a calming response. 


Develop constant awareness of your Personal Safety Zone. 
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Physical Interventions 


Purpose 


The purpose of this module is to review and provide an opportunity to practice physical 
interventions in order to prevent serious injury from aggressive behavior and to safely restrain a 
recipient who is out of control and is about to harm themselves or others. 


Learning Objectives 
At the conclusion of this module, participants will be able to: 
1. Identify proactive strategies for managing physical interventions. 


2. Identify situations that may require the use of physical interventions using a continuum of 
interventions. 


3. Demonstrate defensive and restraint/restrictive physical interventions. 
Suggested Time 
The suggested time for this module is approximately 270 minutes. 
Training Activities Slides associated with this Module 


1. Demonstrations and practicing with the # 59 thru #91 
various Physical Intervention maneuvers 


Preparation 
1. Floor mats 


2. Supply of Participant Records 
3. PMCS Physical Intervention Slides 
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Slide 59: Module 4: Learning Objectives (2 minutes) 


Make a brief transition 


here. 


LEARNING OBJECTIVES 


MODULE 4 
| 


Identify proactive strategies for managing crises 


Identify types of situations that may require 


physical interventions 


Demonstrate defensive physical interventions 


Demonstrate restraint physical interventions 


We have just discussed all of the facets around crisis intervention. Now we 
will discuss the far end of the continuum of intervention. Remind the 
audience of the other modules and their intent. 


Slide 60: Proactive Management (10 minutes) 


Note to Trainers: Refer 


back to the Continuum 


of Interventions 
PROACTIVE MANAGEMENT introduced in Module 3 
when discussing this 
SS Se eee : 

section. 

Emotional self- Therapeutic 

assessment alternatives 

Communication Communication 

Choice techniques 

Environment Trauma sensitive 

Physical needs 

Interaction 


Remind the audience that we have reached the point in the crisis that 
everyone who responds and may have already been on the unit must be 
thinking and responding proactively. Asking the question “Have we really 
done everything we could to prevent a physical intervention”? 


The use of any physical intervention is the last resort and used only to 
prevent injury to self or others. Staff must ensure that all options have been 
exhausted before any contemplation of employing a physical restraint 
intervention. 
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Emotional Self-Assessment: It is critical to begin with a self-assessment, 
ask yourself, “Am | okay right now; can | be therapeutic and helpful?” 


Communication: Have you offered an opportunity for the individual to 
communicate using signs, symbols, or speech, and have you responded 
positively? Is my communication clear, am | being understood? 


Choice: Have you offered another activity and encouraged the individual to 
choose? Providing people with choices sends a message of “you have 
control over this, not me”, and can also help a person save face if that is what 
is needed. 


Environment: Have you offered a change of location or setting (e.g., a 
smaller space, a low distraction area) and have you adapted the environment 
to support the individual? 


Physical Needs: Have you considered hunger, thirst, pain, headache, cold, 
fatigue, activity; need to use the toilet, etc.? We tend to forget that what is 
happening in our bodies can absolutely drive behavior. 


Interaction: Have you offered a change of staff member and/or responded to 
the need for attention? Have we had positive interactions with this person in 
the past, or have they been negative? Is this a new admission? 


Therapeutic Alternatives: Have you offered alternatives identified by the 
individual as calming (i.e., music, games, journaling, any activity that involves 
movement)? 


Relaxation: Have you suggested deep breathing or other techniques to 
assist with relaxation? 


Communication Techniques: Have you used verbal and nonverbal calming 
techniques? Have you listened, read the signs, picked up cues, and given 
prompts rather than hurrying to give advice or problem solve? Has a power 
struggle developed? 


Sensitivity: Have you helped to restore the individual’s confidence and 
dignity rather than being confrontational and have you offered a constructive 
functional activity? Have we responded with trauma sensitivity and taking into 
account that we may become a trigger for the traumatized person? 
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Slide 61: Progression and Justification (10 minutes) 


PROGRESSION AND JUSTIFICATION 
= OF PHYSICAL INTERVENTIONS 


Recognition Initiating the Manual 


Restraint 


Team Alert 


Continuation of 


Intervention 


Calming Techniques 


Proactive Management 


Release 


Team Roles and Rules 


Consideration/Choice 


of a physical 


Documentation 


intervention 


If we are making the decision to place hands on we must must must show a 
progression of recipients’ behavior and staff intervention. We have to justify 
why we did the most restrictive and traumatic thing we can do to a recipient 
of service. The only justification is imminent harm to self or others. 


Recognition: When did we first notice something might be wrong? Staff 
should be alert, proactive, and recognize a change in the recipient’s usual 
behavior. And most importantly, to recognize when those behaviors appear 
to be progressing toward late stage. 


Team Alert: As was covered in Module 3, unit staff should have been made 
aware of the fact that a crisis is developing and that a specific staff member 
is intervening. All of the necessary alerts should have been made and that 
the response to the alerts brought enough and appropriate number of staff. 
Responding staff should stand by in a non-threatening and therapeutic 
manner to be ready to assist or switch responsibilities depending upon their 
level of rapport with the recipient and skill level. And did the team respond? 


Intervention: It is essential that intervention occurs at the earliest 
opportunity. There should be no more than 1 person intervening at any given 
time, and have a technique in place to switch interveners when necessary. 
Paying attention to issues of territoriality, and the development of power 
struggles is vital. It is useful to use techniques that are identified on the 
recipient’s ICPP, to “recycle” (try it again, or have a different staff member 
try) the techniques, and use in various combinations. Distancing one’s self 
and giving time and space is sometimes the best option in late stage. 


Proactive Management: It is every staff member's responsibility to assess 
whether or not alternative options have been offered. It is important to 
understand the concept of “right person, right time, and right intervention.” 
Staff should not take personally when another staff or intervention may work 
when it did not work for them. Staff need to continually assess and reassess 
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Another transition is 
needed here. Such as 
“Now that we did 
proactively manage the 
Situation let’s focus on 
justifying why we are 
doing the most 
restrictive thing we can 
to a person.” 


Trainer's Note: 
Documentation, Incident 
Evaluation and Team 
Evaluation are included 
to demonstrate the 
complete progression of 
a situation. They should 
be referenced with an 
explanation that they will 
be covered in Module 6. 
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the rationale for their actions to ensure that they are not acting punitively or 
emotionally. Proactive management is not a one-time event, it is continual. 
It is helpful that staff reconsiders their actions and asks themselves if they 
really offered positive alternatives to restraint or seclusion in a manner that 
the recipient would accept, that allowed the recipient to win, and which 
avoided a power struggle. 


Team Roles and Rules: Team roles should be established prior to choosing 
to employ a physical intervention. Roles include the leader; the members 
who are capable and prepared to physically intervene, staff to secure the 
area, Staff to assist other recipients, and a recorder. The primary rule has 
three parts; “nobody loses their cool” is first followed by “if you lose your cool 
someone taps you out”, and lastly “if you are tapped out; no arguments just 
go.” Other team members need to be alert and “tap out” emotionally 
triggered staff when necessary. Other rules include: following the leaders 
directions, allow the recipient enough distance to feel safe, positioning to 
allow an exit for staff and recipient, no unnecessary movements or 
discussion (i.e. putting on gloves in view of the recipient or private 
conversations), and use of gradient control. All efforts should be approached 
from the idea of assisting the recipient to either maintain or regain control, not 
blindly enforcing rules. 


Consideration/Choice of Physical Intervention: Staff should always use a 
safe and supportive stance, be properly bladed, and be prepared to use 
defensive physical interventions at all times. Safety is paramount and staff 
need to stay focused on how to maintain this for everyone involved. The use 
of a restrictive intervention (manual restraint) is only justified when imminent 
danger is present. Whenever imminent danger is no longer present then 
manual restraint is not justified. As a reminder; imminent danger is when the 
recipient is engaged in behavior which is causing serious injury to self or 
others, or there are clear indications that this behavior will occur in the next 
few seconds. Sometimes this is a decision which requires some clinical 
judgment. Staff should not second guess themselves but also recognize that 
the presence of imminent danger is fluid. In other words, it is present and 
then it is not. For example; after throwing a punch the recipient just stands 
there yelling loudly, and makes no attempt to throw another punch. The 
rationale for the imminent danger being fluid is this: after an initial discharge 
of energy (throwing a punch) there is a pause that occurs. That is the window 
of opportunity to get the person in crisis back to a verbal dialogue. What staff 
say or do next following that discharge of energy is extremely important. The 
tone and words we use are also equally important. 


Initiating Manual Restraint: Staff preparing to use a physical intervention 
need to be on the same page, and alert to each other's movements and 
styles. Some form of covert (hidden) communication between the staff needs 
to be identified that can be used as a signal of action. This signal should be 
rehearsed prior to the event, not in front of the recipient in the moment of 
crisis. Once the signal is given, staff should move swiftly, accurately, and ina 
coordinated manner to assure the safety of everyone involved. Remind staff 
of the dangers of using any manual restraint and the fact that it is a major 
cause of injury to themselves and the recipient. 
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Continuation of De-escalation: During the manual restraint process staff 
should continue to use calming techniques and offer choices from the ICPP. 
All attempts should continue to be an effort to assist the recipient in regaining 
the control they have lost. The recipient needs to understand that they are in 
control of the situation and it is their decision whether or not the restraint 
ends or continues. Staff restraining the recipient is an example of external 
control, the recipient using a calming skill is an example of internal control. 


Release: Once the recipient meets the criteria for release they must be 
released. This should be done carefully with staff prepared to re-employ a 
restraint if imminent danger re-emerges. 


Documentation: This will be covered in more depth in module 5. Stress here 


instead, that our documentation must support justification for restraint or 
seclusion. 


Slide 62: Positional Asphyxia (3 minutes) 


POSITIONAL ASPHYXIA 


a | 
Positional: A body position that interferes with 
breathing 


Asphyxia: Insufficient intake of oxygen 


As a consequence of restraint, respiration is 
compromised causing insufficient oxygen in the blood 
to meet the body’s needs or demands which then 
results in a disturbed heart rhythm. 


Person will struggle more violently before being 
rendered unconscious 


Can occur in any position that compromises breathing 


a Source: Protection & Advocacy, Inc. 


Discuss Positional Asphyxia before demonstration of the physical 
interventions. 

Additional information regarding positional asphyxia can be found below. 
The first sign that someone is having difficulty breathing is when they say “I 
can't breathe”. That is because their brain senses the body is in a position 
that impedes breathing and sends a message to the body of...”Move, change 
position”. Because staff is physically holding the person their body cannot 
move so they speak instead and begin to struggle; because again, their brain 
is telling the body to move. Staff response is then usually to hold tighter 
because they make an assumption that the recipient is more aggressive to 
them. You must not make the assumption that a person saying “I can’t 
breathe’ is a ploy; it must be taken seriously and assessed per policy. 
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The bullets on the slide 
are self-explanatory but 
you must be impactful 
on the audience about 
the seriousness of this 
condition. 

Discuss Preventing 
Cervical Injury, stressing 
that the head is never 
held during a physical 
restraint, found on page 
7 in this module. 

Even when we apply 
manual restraint 100% 
correctly positional 
asphyxia can still occur, 
the slides will make it 
clearer as to how it 
happens. 


4:6 


IMPORTANT 
POSITIONAL ASPHYXIA 


Definition: Death which results from a body position that interferes with the ability to breathe. Positional 
asphyxia has been identified as a cause of death in situations where a person is restrained in a prone (face- 
down) position and pressure is exerted on the person’s back preventing the person from rising. 


How Positional Asphyxia Occurs: If a person is restrained in a prone position and pressure is exerted on 
their back, the contents inside the abdomen are pushed upward against the person’s diaphragm. In order for a 
person to breathe in, the diaphragm must be able to descend to create a negative pressure inside the thoracic 
cavity, whereby the lungs inflate. Pressure on the abdomen from a prone restraint may prevent the diaphragm 
from descending, thus, the person cannot breathe in. The situation is complicated further when the person has 
a protruding abdomen (beer belly). Positional asphyxia can occur in this case where such a person is held ina 
prone position and no pressure is exerted on the person’s back. Death can occur in minutes from positional 
asphyxia. It is important to note that once a person, who is being restrained, cannot breathe; it is likely that 
they will struggle more violently for a short period. This can be easily misinterpreted that the person is not in 
any physical crisis. Also, if the air has been expelled from the lungs, it is likely that the person cannot speak, 
therefore cannot inform staff that they cannot breathe. 


Preventing Positional Asphyxia: It is the position of the Office of Mental Health that every effort be taken to 
prevent a person from being restrained in a prone (face-down) position. It is important to note that positional 
asphyxia can occur with persons when they are restrained in other than prone positions. Therefore, all staff 
involved in restraining an individual including those observing the situation have a clear responsibility to 
continuously monitor the restrained person’s ability to breathe, as evidenced by their taking breaths (seeing the 
person’s chest rise and fall and hearing air passage) and the color of their face. When in the course of 
restraining a person, that person ends up in a prone position; the person should be rotated to face up position 
immediately. If or when a restrained person states that they cannot breathe, staff must immediately assess this 
and change the position of the person to facilitate breathing. 


CERVICAL INJURY 


Staff should never attempt to hold the head during a physical intervention as this may cause cervical injury. 


How TO CORRECTLY GRASP ANOTHER PERSON’S WRIST 


Note: Hand position is very important when intervening with a one person wrap or two person removal. 


To ensure a secure hold when it is necessary to grasp someone by the wrist, hand position becomes very 
important. Too high up on the person’s arm, or too low on the back of the hand, will result in an unsecured hold 
on the wrist. Any physical intervention should be performed quickly, safely, and as coordinated as possible. 


1. Initial contact should be made above the wrist, sliding your hand down to just above the wrist joint. 
2. Atthe wrist, find the indentation caused by the wrist joint and fit your fingers into that depression. 


This will ensure a secure hold on the wrist. A great deal of pressure can be exerted on the wrist in this fashion 
without causing either pain or any physical damage to the wrist joint. 
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Slide 63: Mechanism of Respiration (2 minutes) 


MECHANISM OF RESPIRATION 


Oo Effective respiration depends upon a combination of 
three critical elements: 


O Open airway 


oO Adequate exchange of oxygen and carbon dioxide 
between the lungs and the circulation system 

OA functional muscular pump system to achieve air flow 
in and out of the lungs ( diaphragm, lungs, and 
intercostal muscles). 


Source: Restraint Asphyxia (Miller, 2001) 


| Training Methods 


Your transition to this 
slide should be 
something like; “Now 
that we have a general 
idea of what positional 
asphyxia is let’s talk 
about why it happens.” 


Those 3 elements are needed for us to breathe effectively; when 1 is absent our 
breathing is compromised. Then if a body is in a position that impedes breathing 
(such as a restraint or person putting pressure on body) we have a scenario for 


asphyxia to possibly occur. 


Slide 64: Mechanism of Res 


MECHANISM OF RESPIRATION 


When standing or sitting upright, a healthy person 
uses both the intercostal muscles and the 
diaphragm (muscular pump system) to breathe. 
However, when a healthy person is lying down on 
their back (supine) or lying down on their front 
(prone), breathing is normally accomplished only 


by diaphragm movement. 


Source: Restraint Asphyxia (Miller, 2001) 


(2 minutes) 


This slide explains how one of the critical elements for respiration can be 
impeded. The intercostal muscles are the muscles that help the ribs expand as 
we breathe. The problem is that they are very small, and sometimes our body 
position prevents them from working effectively. Thus the diaphragm is now 
moving the ribs so the lungs can expand. And when a person is lying on their 
belly the diaphragm cannot expand to the floor, which is why more people have 
died due to that body position during restraint than any other. However, even in a 
face up position it is still potentially the diaphragm only moving the ribs so the 


lungs can expand. 
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Slide 65: Risk Factors for Positional Asphyxia (2 minutes) 


RISK FACTORS FOR POSITIONAL 
ASPHYXIA 
| 


a Position during restraint, particularly face or chest 
down 


a Obesity 
O Prolonged struggle or physical exertion 
3 Drugs and/or alcohol intoxication 


O Respiratory syndromes, including asthma and 
bronchitis 


O Pre-existing heart disease including an enlarged 
heart 


a Source: Protection & Advocacy, Inc. 


So, we already have impeded a recipients breathing just by the mere fact of the 
restraint. Now add a risk factor for a person and you will have a high risk for 
asphyxia to occur. When the body does not “move” as the brain told it to the 
next thing that happens is the brain sends another message. This second 
message is to the heart, it tells the heart to beat faster because our blood has 
oxygen in it. This can lead to the heart beating erratically, an arrthymia. So, 
either one of two things happens in asphyxia, either the heart stops beating due 
to the arrthymia or the respiratory system collapses due to the lack of oxygen. 
The above risk factors add to the possibility of someone asphyxiating during a 
restraint procedure. 


Slide 67: How to Prevent (3 minutes) 


HOW TO PREVENT 
Se SSS 


a NO Face Down (Prone) Restraint 

0 Recipient must be immediately repositioned if in a 
chest down position 

O For patients held in manual restraint, a separate staff 
member not involved in the manual restraint shall 
carefully observe the patient’s physical status 
including respiration, skin color and complaints of 
pain or physical discomfort. 


Source: PC-701 


The best prevention is no restraint at all, but if we must we will make it as safe as 
possible. It should be a staff member's sole responsibility to assess the person’s 
ability to breathe and talk during the procedure. There is enough air in the lungs 
for a person to say repeatedly “I can’t breathe.” NEVER ASSUME it is a “game” 
on the part of the recipient. Assessment and reposition must occur. We would 
like you to remember that one of the ways you can reposition a recipient is to just 
let go and step away to re-assess. 
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PHYSICAL INTERVENTIONS 
(4 hours) 


Demonstration, practice, and return demonstration. 
In an appropriate space where mats are available, the trainer should: 


Asks participants to pair up with someone of their approximate height. 

Warn everyone that "horse play" will not be tolerated. 

Ask participants to do some form of stretching exercises. 

Ask participants to gather in a circle around him/her. 

Demonstrate the correct employment of the intervention and explain each component 

thoroughly. 

e Ask participants to appropriately practice the technique using only 10-20% strength! 

e Observe each participant demonstrating the intervention correctly. We recommend no more 
than 1 PMCS trainer per 6 participants. 

e Have participants use a right handed punch, kick, or pull. 85 - 90% of the population is right 

handed so it makes sense to practice all in the same direction. 


Trainer’s notes and points to stress: 
e The trainer should circulate and offer correction. 
e The trainer should record the results on the Participant Record in the Appendix of this manual. 
e Allow approximately 6 minutes per intervention (several are simple and will take less time). 


e There is a corresponding overhead for each intervention. Have someone read each step as you 
demonstrate. 


e Defensive Interventions are those designed to prevent the staff from incurring serious injury. 
They are also effective, humane, trauma-sensitive, and non-injurious to staff and recipients when 
used correctly. 


e The use of any defensive intervention should begin with a CALL FOR HELP and/or leaving the 
situation if you can. Otherwise the interventions are the way in which you defend yourself against 
attack when you can’t get out of the way. 


e  Itis crucial that the techniques are taught and demonstrated by you accurately. Read the steps as 
written, do not try to memorize or use your own words. Go step by step with a reader as you 
demonstrate and talk about each step with the notes provided in Module 4. 


e Do not give advice about “what if’ situations or “non-techniques.” As soon as you give advice or 
say something like “I guess | would do this...” you are endorsing a non-approved technique and 
putting yourself and the participant in jeopardy. Instead, encourage the participant to be 
absolutely sure that they could not use an approved technique, and then remind them that each 
situation is affected by too many variables to teach an official technique for everything. It is 
necessary to use good judgment, rational assessment, and always strive for using the least 
restrictive intervention in that moment. Remember, it is your job as a trainer to teach each 
intervention correctly; it is the participant’s job to use them correctly. 


e Besensitive to trauma issues for staff during application of restraint; NEVER put any participant in 
a full mechanical restraint. 
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Slide 67: Safe and Supportive Stance 


SAFE AND SUPPORTIVE STANCE 


Move to safest shoulder side for you 

Slide one foot back 

Legs slightly bent at the knees. 

Feet approx. 18 inches apart, back foot in a 10:00 or 2:00 position, front foot 
at 12:00 position 

Hands above belt line- 

Ene step is accomplished by moving the front foot back to a 10°00 or 2:00 
position 


10 o'clock 2 o'clock 


Every technique following begins with a safe and supportive stance, it is a 
habit all staff should develop. It should become second nature to people. The 
following are elements of a good stance: 

Safest shoulder side means the one that gives you the best advantage, 
which is then dependent upon the situation. For example, a right handed 
recipient means | might present my left shoulder, or stand on their right side 
presenting my right side for a deflection. In another instance | may want to 
present my right to the door for a quick exit. 

Distance: As a rule we say an arm’s length (the recipient’s arm) plus 18 
inches is a safe distance from someone. This may be needed to be 
expanded out farther if your assessment calls for it, like in the late stage for 
example. Be aware of the recipient’s comfort level, not just yours. 

Balance is achieved by knees slightly bent and feet shoulder width apart, 
approx. 18 inches for most people. If you pretend you are standing on a clock 
your front foot is at a 12 o’clock position and the back foot at a 10 or 2 o’clock 
position. So, if my left foot is at 12, my right foot is at 2 o’clock. If my right foot 
is at 12 o’clock then my left foot is at 10 o’clock. Do not get hung up on how 
the toes may be pointed, focus on how the person is balanced. 

Blading means to present a side profile to the person in front of you. If you 
blade correctly then the front of your body (abdomen, face) will be away from 
the person and potential harm. The core of our body and our face are the 
most vulnerable to injury. 

Pivot step is intended to put distance between you and the individual and 
can look natural as you perform. It also gives you a different shoulder side to 
present. 
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Slide 68: Step/Slide 


STEP / SLIDE 


Safe and supportive stance 
Back foot takes a full step back. 


Front foot slides towards back foot while maintaining distance 
between feet for stability. 


Continue steps 2 and 3 until 4 safe distance away. 


Note: Used when distance is necessary from an aggressive 
situation 


Included this as a slide because for some people it can be a difficult thing to 
do. It requires practice, some of the defensive interventions require a step slide 
away as the last step because it keeps you from falling or tripping. 


Slide 69: Staff Assistance 


STAFF ASSISTANCE 


* It may be helpful for a second staff member to 
assist by using one hand to shield themselves 
from being struck by the person’s arm and their 
other hand to cover the person's eyes. 
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Slide 70: Blocking Punches 


BLOCKING PUNCHES 


Stance, bend your elbows and form an inverted “VY” close to your 
face. Cup your hands, align your thumbs, and your palm should 
face the person. Do not block your vision 

Lower yourself by bending your knees and prepare to step/slide. 
Biock the blows with your arm on the same side as the blow Is 
coming and do not move arms into the blows as you step/silide/ 
away keeping your body low. 

End in a supportive stance 


This technique is intended for “flailing” punches. Those punches that are 
coming from different directions, not directly at your face. 


The positioning of your hands has to be correct so you can see! 

Hands are cupped for 2 reasons; protects your fingers from being jammed if a 
recipient’s fist connects and is a less combative message to the recipient. 
Cupping is accomplished by simply pretending you are holding a cup in your 
hand. You cannot hold a cup with straight fingers! 


Palm facing the person puts the soft part of your arm towards the recipient and 
it can then absorb impact from any blow lessening pain. Your fingers facing the 
recipient means the bony part of your arm is exposed and is painful when a 
blow lands there. 


Dropping down means the recipient has to reach further to reach you and also 
reduces the impact of their punch. 


Common mistakes participants make during a class: Too much arm movement, 
people will try to meet the blows rather than keeping their face protected, and 
will step back rather than using the step/slide. The step/slide keeps you from 
tripping as you get away. 
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Slide 71: Slip Punch Deflection 


SLIP PUNCH DEFLECTION 


Stance, avoid the punch by side stepping and shifting your weight as 
you move Fad foot to the side. Which side depends upon the 
direction of the punch. 


Deflect the punch with an open hand in the direction of the 
momentum of the person's punch, if it is a right punch, deflect with 
your nght hand and a left punch, deflect with your left hand 


Protect your face with your opposite hand. 
End in a supportive stance 


Steps 1,2 


This technique is pretty straight forward; it is intended for that punch that is 
coming towards your face. 
The side step gets your face out of the path of the punch. 


The trainer heads up here is to watch for wrong moves. They include; all upper 
body movement and no feet movement, stepping to the back instead of the 
side (side step gets your face out of harm), crossing the legs while side 
stepping, or crossing the arms while deflecting. 


Remember to demonstrate a deflection...not a push or shove. 
Frequently people will forget to put a hand up to protect their face; however, it 


is acceptable to use both hands to deflect if you believe the punch is coming 
with greater force. 
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Slide 72: Kick Protection 


KICK PROTECTION 


Stance, quickly flex the knee closest to the person, to absorb 
impaot 

Move out of the way to re-establish a safe and supportive 
stance. 


Remind people that most staff get kicked during a restraint procedure or 
when they are in close proximity. This intervention is intended to protect the 
knee from being injured. Talk about situations in which staff would be close to 
a recipient; giving meds, taking vitals, or giving assistance in some way. 


Flexing the knee takes weight off it, it only takes 12 pounds of pressure to 
“blow out” the cartilage and tendons in that joint; more damage occurs when 
weight is on a joint. Flexing the knee also protects your genital area which 
may be the target. 


Common mistakes include people not moving away and re-establishing a 
safe and supportive stance. The staff member decides how to move out of 
the way; based upon which direction they have to go, and how their body will 
stay balanced. 
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Slide 73: One Hand Grasp Release 


ONE HAND GRASP RELEASE 


Stance, make a fist and look for the gate. In one quick movement 
rotate your thumb towards the person's thumb opening the gate 
as you shift your weight forward and then backward as you pull 
the narrow side of your wrist thru the gate. 


2. Step back in to a safe and supportive stance. 


Note: The gate is the space between the person's thumb and forefinger. The 
gate may be different depending upon how your wnst has been grabbed 


Making a fist does 2 things; strengthens your arm because it flexes your 
muscles; and begins to expand the size of your wrist. 


Rotating your wrist toward the aggressor’s thumb puts pressure against their 
hand and “opens” their grip. The rotation then puts the narrow part of your 
wrist (thumb side) toward their gate...the opening of the hand. 

How you rotate depends upon which hand the aggressor used to grab, and 
which wrist of yours that they grabbed. A good “visual” for this is to have the 
audience grab their own wrist. When you rotate in one direction there is no 
pressure against your thumb, however when you rotate the other way you 
clearly feel it happening. 


Shifting your weight can put them off balance and also give you more 
leverage. That one step needs to happen quickly and all movements put 
together almost simultaneously. 


Note: If you have an individual participant who you feel needs more help or 
strength they may grasp their own fist with their free hand for more leverage. 


Preventing and Managing Crisis Situations — Trainer Manual 4:16 


© 2014 New York State Office of Mental Health. All Rights Reserved 


Instructional Notes | Training Methods 


Slide 74: Two Hand Grasp Release 


TWO HAND GRASP RELEASE 


Stance, make a fist and rotate your wrist so the thumb is 
facing up and grasp your fist with your free hand coming over 
the top. 

As you shift your weight from the front leg to the back bring 
your arm up between the person's arms towards your shoulder 
and clear your face as you do so 


End in a safe and supportive stance 


Watch to make sure people make a fist and that the thumb is facing up as this 
step is often missed. You may want to demonstrate that thumb side up “locks” 
the wrist and prevents it from hyperextending. You have opposing gates when 
a person grabs a wrist, so that is why you are releasing “up.” 


Make sure people shift their weight as they bring their arm up and during your 
demonstration you may have to exaggerate that for the class so they can see it 
happen. 


Remind the class that shifting your body weight aids in the release, especially if 
there is a size and strength differential. So check that people are using body 
weight to pull through not just arm strength. 
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HAIR RELEASES: The most important thing for an instructor to stress with 
all of the hair pull releases is the importance of effective stabilization. There 
are many situations where a release will not be possible (person uses two 
hands, twists, continues yanking or punching), or where the release will be 
delayed while waiting for an opportunity. In addition to keeping ones hair 
and scalp safer, stabilizing helps protect the neck and spine and aids in 
avoiding blows. For these reasons, you should frequently stress 
stabilization throughout your hair pull demonstrations. When practicing 
these techniques, there are a few things that help in keeping people safe 
and add to the learning before you start teaching the hair releases. It is 
helpful to ask the class to all make a tight fist and slowly (go slow so it won't 
hurt) try to bend your wrist at the same time. They will notice that the fist 
loosens as they bend, it just happens naturally. For the Front Hair and 
Back Hair- short release, you should tell your participants to make a fist and 
place it on the hair of the person practicing the release. They should not 
actually grab any hair, placing a closed fist on top of the head is effective. In 
the Back Hair- long release it is ok to gently hold the hair. If you notice that 
your class is missing the point on having an effective stabilization, before 
you move on to release, it can be helpful to demonstrate a “hair puller” 
throwing a few (light, fake!) blows or start (gentle!) yanking. What you will 
see is the elbows come in and people naturally stabilize and block the 
blows. At least once while you are teaching the Hair Pull Releases talk 
about and demonstrate a second party coming to help by covering the 
eyes. 
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Slide 75: Front Hair Pull Release 


FRONT HAIR PULL RELEASE 


Stance, quickly stabilize the person's fist to your head by placing one hand directly over their 
fist and your other hand on top and apply downward pressure to their fist. Do not lace 
fingers 

Bring your elbows in to protect your face and lean forward just enough to put a bend in their 
elbow and keep a low center of gravity. You can remain in this position if unable to release 
their hand and yell for help. 

Take your top hand off of their fist and place the “V" created between your thumb and 
forefinger directly on their wrist joint, this becomes your fulcrum 

Push up on the wrist with your fulcrum while applying continued downward pressure on the 
fist on your head while you lower your body and step back sweeping the person's hand 


downward and away for you. 


All of the elements are crucial in this technique. At step 2, we say to lean 
forward just enough to put a bend in the person’s elbow. This is done a split 
second before you are reaching for the fulcrum at the wrist, you do not want 
to lean too much until you have a good fulcrum, because you would be 
moving the wrist in the wrong direction if you bend too far. 


Essentially, your leaning slightly forward bends the elbow of the attacker, it 
takes away some of their control and strength, gives you an advantage. 


Once you have the wrist bending with the fulcrum, lowering your body as you 
step back aids in the release. 


Remind people that the recipient will still have a little hair held between the 
knuckles so like it says at step 4, it is a sweep, not a “lift”. They will know the 
release is effective when they feel the recipient's knuckles moving across the 
top of their head. 


This release is done slowly as you will experience some pain and lose some 
hair in a real situation. 
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Slide 76: Back Hair Release (short) 


BACK HAIR PULL RELEASE: (Short Hair) 


1. Stance, Quickly stabilize the person's fist by interlacing 
your fingers and placing them on top of the fist and apply 
downward pressure and place your thumbs under the 
person's wrist joint creating a fulcrum. 

Maintain your supportive stance as you bend sharply 
forward at the waist. You can remain in this position if 


necessary. 
Using your thumbs as a fulcrum push up on the person's 
wrist and continue the downward pressure on the 
person's fist as you step backward to the same side as 


the hand pulling your hair. 

The release occurs when your head aligns with their hip. 
Your body continues to step back and you continue to 
Slide their hand forward. Release their hand and wrist. 
End In a safe and supportive stance. 


In addition to the general considerations that apply to all Hair Pull 
Releases, there are two things to keep on your radar with this technique. 


The first thing is to make sure to teach people that there are two ways to 
know what hand a “Puller” is using (important, so you know which 
direction to step backward). You can sometimes feel where the thumb is, 
or when you bend over, (step 2) you can see the “pullers” feet. 


The second thing to watch out for is, not just some, but most people, will 
think they are out of this hair pull too early. This is because it is hard to 
step back under the arm and because their hair is not really being pulled. 


Again, remind the audience that the technique is working when you feel 
the recipient’s knuckles moving on top of your head. 

You must let people know they will not be able to achieve a release until 
they are at least even with the “pullers” leg,( the recipient’s arm is almost 
straight down and you are positioned along their leg) this point is very 
close to the “chicken wing” so use caution and release the arm. 
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Slide 77: Back Hair Pull Release/Protection (long) 


BACK HAIR PULL PROTECTION/ 
RELEASE: (Long Hair) 


Stance, quickly grab your own hair with both hands as close to your 
scalp as possible stabilizing your neck using your arms and elbows 
leaning slightly forward, pretend you are putting your hair ina 
ponytail and tuck your chin. 

As you take a step forward sharply bend forward at the waist still 
holding your hair against your scalp and yell for help. 

if they release, turn and end in a safe and supportive stance 

If they do not release, stay in the bent over position protecting your 
neck and head, continue to yell. 

if the person attempts to pull you simply move with them 
maintaining your protective position and keeping them behind you. 


" - a | . af 


Here are a few things to aid in the effectiveness of this technique. 


At step 1, depending on a person’s hair style, it might be necessary to 
start with a “sweep” starting at the front and gathering at the back in order 
to find and gather the hair being grabbed, as you would if you were 
putting your hair in a ponytail and then hold it tight against your scalp. 


At step 1, the picture shows the correct amount of leaning. While it is 
critical to curl or lock your shoulders, (step 1, says leaning slightly 
forward) to keep your head and neck safer, you do not want to bend too 
much, because you would make step 2, (“as you take a step forward”) 
harder and less effective. 


At step 5, remind people that they may have to keep turning and using 
their “hip” or buttocks to keep the “puller” from getting on the side of them, 
where the “puller” would have an advantage. Some people refer to it as a 
“hip check.” 
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Choking and Head Lock Techniques 
One of the things that should always be stressed when teaching the 


choking techniques is the importance of the Initial Protection. Stress that it 
is meant to be employed before the person has put their hands or arms 
on your neck, to possibly prevent, or at least limit the severity of a choke. 
In practice sessions you should correct the very common mistake of 
starting the Initial Protection after hands or arms are placed on the neck. 
Initial Protection is chin down and shoulders up. Your neck becomes a 
smaller target and it protects your airway so you can continue to breath. 
People should almost “instinctually” perform this task, if you feel or sense 
hands coming towards your neck then immediately “turtle.” 


Slide 78: Front Choke Deflection 


FRONT CHOKE DEFLECTION 


Stance, Avoid the choke by side stepping and shifting 
your weight as you do. 

Deflect the person's hands away to either side with open 
hands. 

End in a safe and supportive stance. 


Steps 1,2 


This is the same technique as Slip Punch Deflection, and you should look 
for those same typical mistakes. 


New things for this technique are to point out to the class that they can 
now choose which direction they will deflect/escape in. 


Also, to think about doors, phones, sources of help, and possible environmental 
traps. It is also more likely the person will need both hands to effectively deflect 
so you will have more momentum and leverage. 
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Slide 79: Front Choke Release With a Person’s Arms Straight 


FRONT CHOKE RELEASE WITH ARMS STRAIGHT 


Stance, your initial reaction should be chin down and shoulders up to 
assist you in protecting your airway. 

Grasp the person's wrists and in one quick movement push up on one 
wrist and pull down on the other. This results in a circular motion and 
you will need to release your chin and shoulders to assist you. 

Step back as you crisscross the person's arms bringing them down 
towards their knees. Release their wrists and step back using a 
step/siide. 

End in a safe and supportive stance. 


You want to see some shoulder and even some leg movement being 
employed in this release, not just arm strength. Women do not have the 
same upper body strength as men and may need to use their entire body. 


It is important that the crossing of the arms is kept low, but you should not 
bring the person’s body or your body low, in other words do not bend at the 
waist. You need to stay balanced as you step/slide back and if your head 
comes down with your back it will shift your weight too much. 


Also, watch for too much arm crossing, crossed at the wrists is most 
effective. 


Remind the audience that some individuals have less upper body strength 
and will have to use their entire body for the release. 


Bringing the recipient’s arms towards their knees straightens them and 
removes muscle strength, it also gives you time to step/slide away. And 
“why step/slide”, because if you have had to use your body for the release 
you could potentially be off balance. 
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Slide 80: Front Choke Release With a Person’s Arms Bent (When 


backed into a corner, object, or wall 


FRONT CHOKE RELEASE WITH ARMS BENT 


(Note: Use when backed into a corner or against an object or wall) 


Stance, your initial reaction should be chin down and shoulders up to 
protect your airway. Bring one arm up through the person's arms and 
place your hand directly on top of their opposite elbow joint. 

Place your free hand directly on top of your hand at the elbow joint, this 
becomes your fulcrum, 

Pull down on the person's elbow joint and raise the elbow of your hand 
that is directly on their joint, disengage the choke and escape out that 
side. 

End in a safe and supportive stance. 

Caution: This technique is NEVER used on a person's straight arm as it may 
cause the arm to break and will not be effective, 


It is important to teach that the hand a person starts with is the same 
direction that they will escape out at the end of the release (if your right 
hand goes up and through to the recipients right elbow joint, then you are 
escaping to your right). 


Therefore it is important to consider the best escape route and possible 
environmental traps when you teach this technique. 


Coach people to go slow at first as people can easily be thrown off balance 
when practicing this technique. 


Trainers need to watch that when practicing the technique the chokers have 
their elbows bent. Serious wrist injury can occur if the elbows are not bent. 


This is the one intervention that puts stress on the shoulder joint for both the 
“staff? and the “recipient.” 
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Slide 81: Front Choke..... 


Front Choke Release with Arms Bent, 
When Needed To Extend Fulcrum 


At Step 3 you may need to extend your fulcrum, as follows: 


Your top hand on the recipient's elbow joint will now grasp 
your wrist of the hand that is directly on their elbow joint. 
Place your forearm of the hand that grasped your wrist 
directly on their elbow joint now. 

Pull down on the person’s elbow joint with your forearm and 


raise your opposite elbow disengaging the choke, escape out 
that side. 


This technique is intended for “narrow” shouldered people, or people that 
realize their arm meant to disengage the choke may not reach; their fulcrum 
is not long enough. 


Their fulcrum would touch only air as they raise their elbow joint. 


The extension allows the elbow joint to now touch the person’s forearm as it 
should for the release to occur. 
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Slide 82: Back Choke Release 


BACK CHOKE RELEASE 


Stance, Your initial response should be chin down and 
shoulders up to protect your airway. 

Raise a forearm bringing your closed hand to your ear level and 
keep in position. 

Take a step and as you do spin your entire body in the direction 
of your raised hand. 

Your forearm must make contact with the person's forearm to 
release the choke and you then step away. 

End in a safe and supportive stance. 


} 
; 


Step 4 Step 2 Step 3 Step 4 


There are a lot of crucial elements in this technique that a trainer must keep 
track of. Here is the list of things to look for. 

The hand is in a fist and at exactly your ear level, the arm is fully back; not in 
front of the body but to the side. The step and turn/spin are done without hand 
or arm changing positions (raising up or out, is very common), the back 
remains straight, and the hand that is up is the direction of turn. 


It is very common for people to start in the correct position, and then their arm 
will “drift” as they turn/spin and they usually are not aware they are doing this. 
This results in a common error for the person being choked to then raise their 
arm upwards, or outwards as they turn. 


Be sure to ensure that the person’s arms remains fixed during the turn. 


Taking a step means that your feet are moving so your entire body can spin. 
Could be a step forward or to the side, and it could be with either foot. It 
depends upon the person’s stance, which direction they are spinning, and the 
circumstances. 
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Slide 83: Headlock/Airway Protection 


HEAD LOCK/AIRWAY PROTECTION 


Stance, your initial reaction should be chin down and shoulders up to protect your 
airway. 

Pull down quickly and firmly on the person’s wrist and forearm with your hands and 
turn your chin into the space you created in their elbow joint. 

Widen your safe and supportive stance and lower your body by bending your knees. 
Push your buttocks straight back into their mid-section causing them to lean 
forward. This should compromise their balance and lessen their ability to put 
pressure on you. 

Maintain your airway and yell for help, 


Relative height is important in demonstrating this technique. If the person 
playing the recipient is taller than the person playing the staff, they will be 
able to bring their arm all the way around to the staff person’s cheek. This is 
ok, as it allows you to demonstrate that no matter where the recipients’ 
forearm ends up, you must pull down on the forearm; so hand placement is 
as close to the wrist as possible, not on or above the elbow. It is only at the 
joint that the arm moves so you pull down at the arm....not the joint itself to 
open it. If the recipient is shorter than the staff it will not work at all. 


Also Step 3 says widen your stance.....not lengthen. You have done 
something wrong with your stance, or did not get your knees bent, if your feet 
or toes leave the floor to correct as you push your hips back in Step 4. 


Remind participants that their buttocks must push straight back into the 
recipient’s mid-section. Pushing back to one side may cause the person to 
flip over your side or further compromise your neck. There are some people 
that because their head has turned to the side to assist breathing, their hips 
then push back to the side instead of straight back into the mid-section. 
Please watch for that. 


Also, you do not bend forward; you widen your safe and supportive stance 
as you push your buttocks back, people have a tendency to bend at the 
waist. 
Caution: It is very easy to accidentally “flip” a person over your shoulders. You 
should teach that we push back with the buttock only to the point where the 
recipients balance is compromised and pressure is off, or they let go. Remind 
the person being head locked that they will feel the pressure lessen when they 
have pushed back sufficiently. 
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Slide 84: Hug/Kiss/Bite Protection 


HUG/KISS/BITE PROTECTION 


Stance, straighten your arms and lock your elbows as you place your hands 
Slightly below the person's collar bone on each side of the chest so your 
fingers are touching their collar bone, not your palm. 

Lengthen your stance and bend both your knees, body position Is key to 
making this effective, your body is the shock absorber, not your arms. 

If the person gets closer or you tire, bend your arms at the elbow and keep 
your forearms fat and together on the person's chest making a “V" with your 
hands. 

Do not push up but rather use your forearms as a barrier making sure your 


thumbs are kept away from the person's mouth. 
Note: If against the wall turn your body into a supportive stance. 

Caution: Do not put pressure on the person's head, collarbone, or soft tissue of the 
neck, 


Steps 3,4 


First, when we say to use your body as a Shock absorber, we are talking 
about a situation where a recipient is running at you and you will be stopping 
them from; let’s say, hugging you. 


It is important that you not stop them too abruptly, as this could cause injury. 


Size comes into play in another way when employing this technique; if the 
staff is much larger than the recipient, the second half of the technique (step 
3) will not be practical as the strength of this maneuver is in your upper arm 
being level with the floor, while your forearms are flat on the person’s chest. 
This is anatomically impossible when there is a large size discrepancy. The 
good news is it is far less likely that the staff member would need to go to 
Step 3 with a smaller recipient. 
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Slide 85: Bite Release 


BITE RELEASE 


DO NOT PULL AWAY FROM THE BITE. 

Push the area basing bitten against the person's mouth using just 
enough pressure to seal the area, 

Gently close off the person's nostrils, 

if the person opens their mouth to breathe, pull the bitten area away. 
When a second staff member arrives they assist by using one hand 
to shield themselves from being struck by the person's arm and the 
other hand to cover the person's eyes. 


Move away from the person and into a safe and supportive stance, 


Steps 3,4 


This is a very effective technique if the part of the body being bitten is readily 
pushed towards the mouth, if not one must make the best attempt possible 
and help will almost definitely be needed (step 5). 

NOTE: Trainers should stress that it is always against OMH policy to 
restrain, push or hold a recipient’s head. 
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Slide 86: Manual Restraint 


MANUAL RESTRAINT 


| —— 
Definition: Involuntary holding or pinning of an 
individual to restrict movement of the head, arms, or 
body. 


Source: PC - 701 


The Restrictive Techniques 

The four techniques that follow are the only OMH approved manual restraint 
techniques. It is a good idea to remind your class participants that any other 
holds that restricts the movement of the arms, legs or body are to be 
considered inappropriate and would be against OMH policy. 

For both staff and recipients, employing manual restraint is the single most 
dangerous activity that we may have to engage in. It is the expectation of 
your hospital and OMH that as PMCS instructors, you will insure that your 
class participants have the most up-to-date and accurate training available. 
It is essential that your class participants have ample time to learn and 
practice each technique and that you carefully and accurately evaluate each 
participant. 


Many factors come in to play when trying to employ a restrictive technique 
in the safest way possible. 

It should be acknowledged that factors like, skill, size and physical ability 
can and should be considered when choosing who will participate in a 
restraint, or if a restraint is even appropriate, given the staff present. 

It is sometimes necessary to abandon a restraint that is in progress and 
this should be considered a viable option anytime something goes wrong 
with the proper employment of the technique. 

These questions should be asked; Can we anticipate what the recipient 
may do next (they may regain enough control to lessen imminence)? 
Would it be less dangerous to let go and start the technique over if 
needed? 
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Slide 87: Standing Wrap 


STANDING WRAP 


Stance, get yourself into a position about 45 degrees on one side of the person in a position just out 
of striking range 

Upon approach your last step must land alongside the person's foot. Caution: Care should be taken 
to ensure the person's nearest arm to you does not get trapped as you grasp them around their 
shoulders. It may be necessary to quide the person's nearest arm to the front of their body. 

From the side cinch their shoulders and keep your knees bent. 

Stide your hand down the outside of the person's arms grasping their wrist as you move around 
behind them and then grasp the opposite wrist 

Crisscross the person's arms and pull downward so the hands are at hip level 

Be sure to keep your head to one side and get into a crouched position with your feet ina 
supportive stance. 

Your inside foot should be between the person's feet and your knee bent and placed in the back of 
the person's knee. Use that leg to prevent being kicked by that leg. If they kick with the other leg 
simply pivot around forcing the person to put the leg down to a eats balance 


Steps 4, 5,6 


Caution: The Standing Wrap and the One Person Removal are the most 
technically difficult and potentially dangerous techniques we teach. The 
percentage of staff that may have the physical stature and skill to employ 
them safely is low. 

A one person technique is never to be used as an alternative to the Two 
Person techniques if any other trained staff is available. For all of these 
reasons, the imminence of danger to self or others (the prerequisite for use 
of any restraint intervention) should be particularly high if one is going to 
employ these techniques. Coaching tips: 

* At step 2, it is best to be facing in the opposite direction of the recipient. In 
other words, you facing the recipient, not behind them. 

* At step 4 and 5, you should plan which hand will be placed on the bottom, 
so you will be better able to effectively carry out step 5. 

* At step 6, staff that are significantly taller than the recipient will have a hard 
time keeping their head “Pressed” into the back properly and should be 
careful not to be “head butted”. 

* At step 7, it is the far knee that you will be placing your knee against (if you 
are using your right knee, you will be placing it in the back of the recipient's 
left knee). 
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Slide 88: One Person Removal 


ONE PERSON REMOVAL 


While the person is in the standing wrap check to see if you have a clear path 
behind you, 

Maintain a firm grasp on the wrists. 

Step back with your outside leg (the one not in the knee joint of the person). 
Slide the other leg back as you pull the person towards you. 

Step....slide and pull....step..slide and pull. 

Look behind you periodically and maintain a supportive stance for balance, 


Steps 1,243 Steps 4,586 


Caution: This technique is intended for a very short distance removal. It 
should not be employed if the distance is greater than out of a small room, 
and the recipient should be released as soon as imminence has lessened. 

It is important to keep your “step...slide...and pull” tight so you keep control 
and balance, and also, to keep your head “pressed” to the recipients’ back if 
possible. 
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Slide 89: Two Person Removal 


TWO PERSON REMOVAL 


Two staff approach the person from opposite sides in a safe and 
supportive stance alternately closing the distance. 

One staff attracts the person's attention. 

The other (first) staff makes initial contact by grasping the person's 
outside wrist with their outside hand. The second staff will begin 
moving when the first staff does and grasp the opposite wrist. Your 
inside hand slips under the person's shoulder. 

Both staff lock hips with the person (gluteal to gluteal) and lean 
forward. Make sure your inside foot is in the vicinity outside of the 
person's heel. 

Hold the person's arm across your body firmly holding the wrist 


against your outside hip (like a seatbelt). 

Both staff will step forward with their inside foot first and then the 
back foot will slide forward. Maintain hip to hip contact with the 
person for each step you both take. 


Steps 4,56 


As much as possible, you should match the staff height to the recipient 
height and also staff to staff height. 


At step 4, a taller staff member may have to place the crook of their 
elbow under the armpit of the recipient for the removal. And a shorter 
staff member may have to place their hand in the armpit of the recipient. 


When locking hips, your hips should be in front of the recipients (not so 
much as to hyper extend the shoulders), you will actually be gluteus 
muscle to gluteus muscle. In other words; butt cheek to butt cheek. 

Heel position is to facilitate good hip control and balance, so focus 

your attention on making sure hips are in the correct position and that feet 
are not entangled between the recipients’. 


At step 7, some kind of coordination is needed, a head nod, count off, 

“go word” etc. so both staff start their movement forward together 

and remember to start with the inside foot. It then becomes 

a “duck walk”, inside foot starts and then the outside and you continue in 
that pattern. 
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Slide 90: Two Person Takedown 


TWO PERSON TAKE DOWN 


Begin with steps 1-5 of the 2 Person Removal. 

Step forward with the outside foot first at the same time. 
Bend down on your inside knee, the person's buttocks will 
teach the floor and at that time your inside hand rotates to 
the front of the person's shoulder. 

Both knees are on the floor now at the person's waist and 
lock hips with the other staff at the center line of the person. 
Secure the person's shoulder and wrist to the floor, keeping 
your arm straight on the shoulder. The straight arm prevents 
the person's shoulder from rising, do not put your weight on 
it and press, simply keep a straight arm. 


Steps 2.3 


Note: This is the only take down that is to be employed. There is no 
approved one person take down. Remind the participants that this is a 2 
person takedown. However, a 3rd staff may be necessary when the 2 staff 
are experiencing difficulties with the strength of the recipient and it can be 
helpful to hold the legs in the take down intervention. Coaching tips: 

¢ At step 2, some kind of coordination is needed, a head nod, count off, “go 
word” etc. so both staff start their movement forward together. The two staff 
must match the length of their step and it is best to take a fairly large step as 
this lessens the distance of your knee to the floor. (Note: teach that the 
trainer should be positioned behind the person playing the recipient for safety 
at this point). If your participants tumble forward when they hit the ground, 
they probably did not rotate their hand to the front of the shoulder, or stepped 
incorrectly forward. 

* As staff is moving to complete step 4, it is important to be careful of their 
elbows and that they are not leaning on the recipient’s chest. The recipient’s 
arms should be fully bent and at ear level, as this gives maximum control. 
Note: Some hospitals “move” the recipient when administering an IM 
injection, while a recipient is being manually restrained. This practice places 
the recipient in an unapproved version of the Two Person Take Down and 

is not a medically sound way to deliver an IM. If an injection must be given 
during this restraint, nurses should consider alternate sites such as the 
Ventral Gluteal, Deltoid or Vastus Lateralis sites. Nurses should always 
consult with the medical team and follow facility policies when considering 
alternative sites. Also, more effort might need to take place for the recipient 
to take po meds as opposed to a struggle to give meds against the 
recipient’s wishes. We risk harm to staff and the recipient believing that IM’s 
should be a consequence to the recipient’s behavior, or the idea that IM’s 
“work faster.” 
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Slide 91: Adding A Third 


TWO PERSON TAKEDOWN, 
ADDING A 3° 


If needed, a third staff should grasp the person's legs in a full circle above the 
knee joint. This staff's head should be facing the person. Caution must be used 
to prevent being kicked and to not hyper-extend the person's knees. 

Once the third staff announces they have the legs secure the other two staff 
rotate the person's arm, palm- side up, and bend the person's arm toward their 
head. 

The two staff then move upward and place their inside knee in the person's 
armpit, and the other knee near the person's wrist locking the person's arm 
between their knees. 

Both staff secure the shoulder with one hand and the wrist with the other. Their 
elbows should be locked. Pressure should not be applied to the person's joints 
but rather the staff's upper body prevents the person from rising upward. 


Staff should be significantly over the recipients’ hips without sitting on them. 
It is very important at step 1 to see that the person coming in for the legs 
does not place their face over the recipient's knees before they have started 
the arm wrap above the knees. 


As staff is moving to complete step 2, it is important to be careful of 
their elbows and they are not leaning on the recipient’s chest. 

The recipient’s arms should be fully bent and at ear level, as this 
gives maximum control. 


Staff should be significantly over the recipients’ hips without sitting on them. 
Remind staff to keep their elbows locked at the shoulders. A bent arm puts 
pressure on the recipient’s chest and causes pain. 


If a person says “you are hurting me” during the procedure....you may be. 
Your arm may be bent on the chest, you are putting your weight on a joint, 
hyperextending the knees, etc. Hand and arm position are key to making the 
techniques as safe and effective as we can for all people involved. 
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Module 5 


Restrictive Interventions: 
Seclusion and Restraint 


NOTE: It is strongly recommended that this module be presented or co-presented by the facility Risk 
Manager and/or the Deputy for Quality Assurance (DQA). 


Purpose 


The purpose of this module is to review the OMH Seclusion and Restraint Policy and provide an 
opportunity to practice both seclusion and restraint as defined and discussed in the OMH Policy 
Manual. 


Learning Objectives 
At the conclusion of this module, participants will be able to: 


1. Identify the important components of the OMH Policy on Seclusion and Restraint, including 
philosophy and methods. 


2. Identify the critical components of their facility-specific policy on seclusion and restraint. 
3. Identify and demonstrate the appropriate use of seclusion and the appropriate use of restraint. 


4. Identify principles and procedures of monitoring and debriefing during and after the use of seclusion 
or restraint. 


Suggested Time 


The suggested time for this module is approximately 120 minutes. 


Training Activities Slides associated with this Module 
1. Recipient Perspective (Live presentation, # 91 thru #105 
DVD, etc.) 


Preparation 


Newsprint and Easel 

Mats 

Laptop and Projector 

PMCS PowerPoint slides 

Mechanical Restraint examples 

Copies of OMH Policy Directive PC-701 
and /or your facility policy 


St NS 
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Slide 92: Module 5: Learning Objectives 


The information 
from the slides 


(2 minutes) in this module 
comes 
DIRECTLY from 
PC-701, so th 
LEARNING OBJECTIVES piesa 


MODULE 5 sentence 
ee 


structure may 
appear “off” in 


Identify important components of OMH policy on 

Seclusion and Restraint some way. You 
may opt to 

Identify critical components of facility specific policy present your 

Identify and demonstrate appropriate use of own facility R/S 

Seclusion and Restraint policy here 

Identify principles and procedures of monitoring instead. 


and debriefing during and after the use of seclusion 
or restraint 


Slide 93: Seclusion and Restraint 


(2 minutes) 


SECLUSION AND RESTRAINT 
SSS SSS SS SSS 


O For behavioral management purposes, seclusion and 
restraint are interventions to be used only as a 
measure of last resort to avoid imminent injury to 
the patient or others. 


Trainer should instruct participants to silently read the OMH Policy (a copy appears 
in the Appendix section of this manual) and highlight critical points. 


Suggestion: Ask participants to identify critical points and list on newsprint. 
Emphasize the responsibility of each participant to know this Policy. 


Emphasize that a clinical staff member must be notified immediately following any 
restraint for assessment of the recipient. 


Instructional Notes | Training Methods 


Policy Directive PC-701 
The following points should be emphasized in this discussion: 


1. The Policy maintains a shift in focus governing use of restraints, from type of 
restraint and setting, where employed, to function, or purpose of the restraint. 


2. Seclusion and restraint are interventions to be used ONLY in emergency 
situations to avoid imminent injury to the recipient or others. The goal of 
OMH is to significantly reduce the incidence of emergency situations resulting 
in the use of seclusion or restraint. 


3. The use of seclusion or restraint may be considered a treatment failure and 
serves as a prompt for treatment teams to review the appropriateness of the 
treatment approaches currently being used for individual patients. 


4. Seclusion and restraint may have harmful effects on recipients. The potential 
for any such negative impact must be assessed before using either of these 
interventions. 


5. The use of seclusion and restraint can be reduced through the creation and 
management of an environment that promotes the empowerment of 
recipients and emphasizes the education and sensitization of staff. 


Seclusion and restraint are interventions to be used only in emergency situations, 
and then only as a measure of last resort to avoid imminent serious injury to the 
recipient or others. Last resort means that less restrictive techniques have been 
tried and failed or in rare instances where the recipient’s danger is of such 
immediacy a less restrictive technique cannot be safely applied. 


Integration With Facility Specific Policies 
(10 min.) 


Trainer should briefly discuss any policies that are specific to the facility, 
highlighting both major similarities to and differences from OMH Policy. 
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Slide 94: Principles of Seclusion and Restraint 


(10 minutes) 


PRINCIPLES OF SECLUSION 
= AND RESTRAINT 


Health and safety are the primary concerns 


Against policy to restrain in a face down position 


The need for medical attention supersedes the use of 
seclusion or restraint 


Never used as punishment or for staff convenience 


Least restrictive intervention must be used 


Facilities must work to make use of seclusion and 
restraint a rare occurrence 


Facilities must have a plan to become violence and 
coercion free 


Slide 95: Principles of Seclusion and Restraint (continued 


(8 minutes) 


PRINCIPLES OF SECLUSION 
= AND RESTRAINT (cont) 


No objects on or over a recipient’s face during 
restraint 


No simultaneous use of seclusion and restraint 


Release criteria is achievement of a specific 
behavioral objective 


0 Staff must demonstrate competence in use 
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Slide 96: Specific Restraints 


(40 minutes includes applying restraints) 


SPECIFIC RESTRAINTS 


Manual 

4 Point 

5 Point 

Wrist To Belt 
Calming Blanket 
Mitts and Helmets 


Drug used as a restraint 


Definitions for each specific restraint is on the following page. 
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Manual Restraint 

Means the involuntary holding or pinning of an individual to restrict movement of the 
head, arms or body. Manual restraints include, but are not limited to, physical restraints 
required to facilitate the safe administration of court ordered or emergency medications 
administered over a patient’s objection, physical take downs, or other physical 
interventions that are designed to involuntarily hold or pin the individual to restrict 
movement. However, gently physically holding a patient for the purpose of conducting 
routine physical examinations or tests or lightly grasping the patient to escort him/her to 
a desired location (from which he or she can easily remove or escape) are not 
considered “manual restraints.” 


Four Point Restraint 
Bracelets, encasing the wrists and ankles of a person lying down, which are secured 
to the bed frame 


Five Point Restraint means a four-point restraint with the addition of a strap, which is 
placed over the person's upper torso and secured to the bed frame. 


Wrist to Belt Restraint means a belt, secured around a person's waist, with attached 
bracelets which encase the person's wrists. The tethers which secure the bracelets to 
the belt may be of adjustable lengths, which allow variation in the degree of restriction 
of the person's arms. 


Calming Blanket means a restraint consisting of a thick, stiff fabric comforter which 
encases a person's torso and limbs and is held in place by two persons. 


Mitts and helmets The use of mitts and helmets as an emergency intervention to 
avoid imminent injury to the patient or others constitutes a restraint for behavioral 
management purposes and must follow the procedures set forth. 


Drug Used as a Restraint means the use of a medication as a restriction to manage 
the patient’s behavior or to restrict the patient's freedom of movement that is not a 
standard treatment or dosage for the patient’s medical or psychiatric condition’. The 
use of medication to immobilize an individual is considered an inappropriate medical 
practice, and thus is not an acceptable method of drug used as a restraint, and is 
prohibited. 
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Slide 97: Seclusion 


(8 minutes) 


SECLUSION 


c Means the placement of an individual alone in a room or area 
from which he or she cannot leave at will (or where the patient 
reasonably believes that he or she will be prevented from 
leaving). 


0 This includes restricting the patient’s egress through the 
presence of staff, by coercion, or by imposing implicit or 
explicit consequences for non-compliance. 


co However, it shall not mean confinement on a locked unit or 
ward where the patient is with others. 


Slide 98: Initiating Seclusion or Restraint 


(10 minutes) 


INITIATING SECLUSION OR 


RESTRAINT 

SSS SS ee) 

a ICPP has been identified and recorded 
Physician’s written order necessary 


Requires a physician’s assessment of the recipient’s physical condition and 
psychiatric status 


a Maximum time frames are as follows: 
One hour for adults; 


30 minutes for patients ages 9 to 18, or for patients over age 18 in 
a children’s facility or unit; 


Up to 15 minutes for manual restraint of patients of any age, 


Up to 15 minutes for the use of calming blanket which is not intended 
for use as an ongoing restraint, and 


Seclusion or mechanical restraint shall not be used for patients under 
the age of 9 
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Slide 99: Initiating Seclusion or Restraint (continued 


(10 minutes) 


INITIATING SECLUSION OR 


RESTRAINT, CONTINUED 
SS EY 


a The Office of Mental Health expects that staff will immediately 
interact/intervene to prevent a patient from seriously injuring 
him/herself or others. When patients display antecedents to 
aggressive behavior and a potential crisis appears to be evolving, 
the registered nurse or nurse practitioner and physician should be 
immediately notified. Seclusion or restraint may be initiated in the 
absence of a physician's written order if a patient presents an 
imminent danger to self or others and a physician is not immediately 
available to examine the patient. 


a A physician must be called immediately to conduct a personal 
examination of the patient. If the physician cannot arrive on the 
ward or unit within 5 minutes, he/she may issue a telephone order to 
initiate the restraint or seclusion. Telephone orders to initiate 
restraint or seclusion will be issued sparingly. 


Slide 100: Initiating Seclusion or Restraint (continued 


(10 minutes 


INITIATING SECLUSION OR 


RESTRAINT, CONTINUED 
1 a a 


2 Implementation of the seclusion or restraint order shall be consistent 
with the techniques sanctioned and taught by the Office of Mental 
Health. 


Oo Immediately after the application of the seclusion or restraint, a 
physician or registered nurse shall conduct an assessment of the 
patient to ensure that the intervention was safely and correctly 
applied without undue harm or pain to the patient. 


o If, at any time after application of seclusion or restraint, clinical 
assessment indicates that the patient has met the behavioral criteria 
for release, release shall be immediate. 


a Unless the nurse, doctor, or physician’s assistant determines that the 
patient is obviously dangerous, an attempt should be made to 
release the patient at least once every 30 minutes. 
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Slide 101: Reviewing the Use of Seclusion and Restraint 


(3 minutes) 


REVIEWING THE USE OF SECLUSION 
= AND RESTRAINT 


0 The following must occur: 
© Patient Evaluation 
© Post Acute Event 
G Formal Debriefing 


Slide 102: Patient Evaluation 


(3 minutes) 


PATIENT EVALUATION 
— 2a ee SSS 


a Upon the patient’s release, the registered nurse, nurse 
practitioner, or physician’s assistant shall conduct an 
in-person re-evaluation of the patient and write a 
progress note that includes a description of the 
patient’s response to the use of seclusion or restraint. 
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Slide 103: Post-Acute Event Analysis 
(8 Minutes) 


POST ACUTE EVENT ANALYSIS 
el SS 


Oo Immediately following the episode of seclusion or restraint, the key individuals 
involved in the procedure shall conduct and document a post acute event 
analysis. 

a The focus of the immediate post acute event analysis shall include the following: 
1) assess patient and staff members’ immediate needs (e.g., patient’s 
and staff ‘s physical well being, psychological comfort and patient's right 
to privacy) 

2) identify steps that need to be taken to return to the pre-crisis milieu 
3) assure communication regarding the event among the administration, 
unit staff, the family and the patient 

4) begin to evaluate the need for emotional support, including, if 
necessary, treatment of trauma, for the patient, witnesses/observers and 
the staff involved 

5) if immediately indicated, modify the patient’s treatment or individual 
crisis plan 


Slide 104: Formal Debriefing 


(3 minutes) 


FORMAL DEBRIEFING 
as 


a No later than the next working day following the use of 
seclusion or restraint, or sooner if practicable, a senior 
manager shall conduct a formal debriefing designed to 
delineate what happened, how the participants feel about the 
events that happened, and what operational and training 
issues need to be addressed. 
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de 105: Formal Debriefing (continued 


(8 minutes) 


A 


FORMAL DEBRIEFING, CONTINUED 


The goals of the formal debriefing are the following: 


To reverse or minimize any negative effects of the use of seclusion and 
restraint: 


To evaluate the emotional impact on all involved persons; 


To identify any need for, and then to provide counseling or support for the 
patients (and staff) involved for any trauma that may have resulted (or 
emerged) from the incident; 


To prevent the future use of seclusion and restraint by assisting the 
patients and staff in identifying what led to the incident and what could 
have been done differently; in determining whether or not all alternatives 
to seclusion and restraint were considered; and 


To address organizational problems and make appropriate changes by 
determining what organizational barriers may exist to avoiding seclusion 
and restraint in the future; and by recommending changes to the 
organizational philosophy, policies and procedures, environmental of care, 
treatment approaches, staff education and training. 


Slide 106: Training 


(5 min 


utes) 


and 


TRAINING 


O The facility shall assure that clinical staff, including professional 
staff, as well as any staff that may be involved in the seclusion 


restraint, receive orientation and instruction in alternatives 


to both seclusion and restraint, the appropriate techniques of 


applying both seclusion and restraint, the potentially traumatic 


impact of seclusion and restraint, and the laws, regulations, 
policies and procedures governing the use of seclusion and 
restraint. The training shall also address the sensitization of 
staff regarding the use of seclusion and restraint and shall 
allow each staff member the opportunity to experience at 
least one of these interventions. 
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This slide was added simply to address the typical question of “Who should attend 
PMCS”? 


Module 6 


Improving Outcomes 


Purpose 


The purpose of this module is to review the process of follow-up and to reinforce the necessity 
of this process in reducing future potential incidents involving aggressive behavior. And also to improve 


the therapeutic milieu and encourage continued culture change. 
Learning Objectives 
At the conclusion of this module, participants will be able to: 
1. Outline the process for the interdisciplinary team review. 
2. Identify advantages of immediate documentation. 
3. Review the components of a Therapeutic Milieu. 
4. Focus on the impact of Seclusion and Restraint. 
Suggested Time 
The suggested time for this module is approximately 60 minutes. 
Training Activities Slides associated with this Module 
1. Recipient Perspective #107 thru# 114 
Preparation 
Newsprint 
Easel 
Markers 
Masking Tape 


PMCS PowerPoint Slides 
Laptop with Projector 


Oahwns 
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Slide 107: Program Objectives 


(2 minutes) 


MODULE 6 
= LEARNING OBJECTIVES 


Outline the process for the interdisciplinary team 
review 


Identify advantages of immediate documentation 


Review the components of a Therapeutic Milieu 


Focus on the impact of Seclusion and Restraint 


Slide 108: Team Review of Performance 


( 5 minutes) 


TEAM REVIEW OF PERFORMANCE 


When was the crisis recognized and what was 
utilized for de-escalation 2 


Was the person with the best rapport involved ? 
What worked and what did not 2? 


What were the contributory factors and were they 
controllable ? 


Did all team members know their role and respond 
accordingly ? 


e When was the crisis first recognized and did we initiate an immediate 
intervention? After a crisis we have to go back as far as we need to, to 
find the first antecedent and/or trigger. If we did notice something early 
on, did we respond with an effective intervention? What was it? What 
may have been a better choice? Is the recipient aware of their 
antecedents and triggers? 


e Was the person with the best rapport involved? If they were not there, 
why? Could we have got that person there? Who else does the 
recipient say is helpful for them when they are upset? 
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What worked? Was the recipient able to regain control? Did we find 
something that we can utilize in the future that will help them? Was 
there something we should not repeat, did something make the 
situation worse? 


What were the contributory factors? Did we find out any new factors 
that affected the recipient? Can we control them; did we enforce a rule 
or miss an environmental trigger that we can remove? Did we get 
involved in a power struggle? 


Did all team members know their role? Did we have only one person 
talking to the recipient at a time? Did we have a leader? Did the team 
follow the leader’s instruction? Did we have enough or too many 
responders? 


Slide 109: Team Review of Performance (continued) 


(5 minutes) 
It is critical that we 
approach a team review 
TEAM REVIEW OF PERFORMANCE se tassel inet 
(CONTINUED) opportunity to learn and 


improve the care of the 
people we serve, not as 
a “blame game” or as 
part of the investigation 
Did co-workers recognize the need to relieve process. For a trauma 
emotionally charged staff 2 informed, recipient 
centered culture to exist, 
we must be able to learn 
What was learned ? about each individual 
recipient and adapt our 
care accordingly. 


What was the emotional impact on involved staff ? 


Were there sensitivity or cultural issues involved ? 


What was the emotional impact on staff? Did anyone get their 
“buttons pushed”? Did we all respond to the situation or did someone 
react? Does anyone have hard feelings or anger about what 
happened? Should we consider some after care for people? 


Did co-workers recognize that someone became emotional and “tap 
them out” or was this not done for some reason? If not done, why not? 


Were there sensitivity or cultural concerns. Did we miss a critical 
aspect of the recipient’s culture or values that effected treatment? 


What was learned? Did we see, hear, try, or realize anything new that 
might help us improve treatment? Are we still trying to improve or are 
we doing the same things we have done before? 
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Slide 110: Documentation 


(8 minutes) 


Here is what you should 
get across when 
teaching this slide: 
Documentation should 


Start with the first 
DOCUMENTATION antecedent staff noticed 


a recipient exhibiting. 


JR eT Then detail the specifics 


Should take place as soon as possible while the of how staff responded 
to that behavior with an 
intervention. Then how 


event is fresh 


Be thorough and specific as to who, what, where, did the recipient respond 
and when to the staffs’ 
Describe the progression of recipient behavior intervention. Then how 

: beg . . did the staff respond 
Describe the specifics of staff interventions next. And so on right 
Provide justification for the seclusion or restraint through to a point where 


we have a clear picture 
of how the recipient was 
able to regain control or 
we had to employ a 
restrictive technique. 


Should take place as soon as possible. Our memory of the event 
fades as time passes and we may forget to include interventions and 
responses that are important. Consider having as one of the team roles 
a recorder who can jot down all the interventions from staff and the 
corresponding response from the recipient so nothing is missed. 


Be thorough and specific as to who, what, where, and when. Be clear 
as to how the event occurred and progressed. 


Describe the progression of recipient behavior. Since imminent 
danger to self or others is the behavioral criteria for R/S it makes 
perfect sense that behavior is what we document to show the 
progression to a level of danger. 


Describe the specifics of staff interventions. For each behavioral 
response from the recipient there is an intervention from staff, followed 
by another response. It justifies why we chose the most restrictive 
option as an intervention for the recipient. 


Provide justification. ..the appropriate documentation justifies the 
decision making. Remind the audience the only justification is imminent 
danger to self or others. 
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Slide 111: Individual Review of Performance 


(5 minutes) 


Individual Review of Performance 
YY SS SS SSS SSS SS SSS See 
a Do you practice the Approaches to PMCS ? 
c Do you provide a Therapeutic Milieu 2 

a Do you respond with trauma sensitivity ? 


co Have you contributed to changing the culture 2 


This may be a sensitive topic for you to teach, and possibly for some audience 
members to hear. We have to take an honest look at ourselves to be 
successful in maintaining a therapeutic milieu for the recipients to recover. So 
below are some examples of questions you may want to pose to the audience 
to open discussion. 


Approaches: Bring the audience back to the approaches in module 1. Were we 
proactive? Were we respectful, humane? One or more of our approaches was 
not effective if the crisis reached the physical stage. 

Do we see each other as equals, or do staff members feel lost? Are we making 
decisions based on ourselves, the unit or really the patient? Do we correct less 
than humane behavior from staff? 

As a culture is it okay for us to ask these questions or will we be penalized by 
our supervisors or peers? Do we feel empowered to speak out and will that be 
supported by administration? 

Have we really moved from coercion to collaboration? Do we still refuse to flex 
rules? Are power struggles still occurring? 

Did we really ask “What do you need, what would help”? Recipients need to 
be the center of their care, are our decisions based on the information we have 
about them, or did we diminish people to their diagnosis? 


The transition to the next slide is simply that you will now define and talk about 
a therapeutic milieu. 
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Slide 112: Therapeutic Milieu 


(5 minutes) 


THERAPEUTIC MILIEU 


Therapeutic: Something that is administered or 
applied for reasons of health. 


Having a good effect on one’s body or mind. 


Milieu: A French word meaning “middle”. Has come to 
be defined as surroundings or environment. 


We expect staff to form a therapeutic relationship with recipients and providing 
a milieu that is therapeutic is equally important. The therapeutic milieu is a 
community of all persons involved that support, encourage, and teach each 
other. The recovery process for people is also supported by a therapeutic 
milieu. 

A therapeutic milieu is not a specific technique. It is a method of ensuring that a 
community is providing treatment that is utilized by everyone to control their 
symptomatic behaviors and promote learning. That is why our individual review 
is so important. As staff we are part of the environment and should respond 
accordingly. 


Slide 113: Recipient Perspective 


(30 minutes including viewpoint) 


RECIPIENT PERSPECTIVE 


When appropriate, persons who have experienced 
seclusion and restraint as patients shall be included 
as providers of training. If such persons are not 
available as trainers, the viewpoints of persons who 
have experienced seclusion or restraint shall be 
presented using written or audiovisual material, as 
available. PC -701 
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PC-701 indicates that 
we provide a recipient 
perspective about the 
experience of 
restraint/seclusion. You 
may use the clip 
provided from the 2007 
curriculum or another 
method. Suggestions 
are as follows: if your 
facility has an advocacy 
program in place work 
collaboratively with them 
to possibly have peers 
in recovery willing to 
share live; use poems, 
pictures, or drawings 
from recipients willing to 
share them. 
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It is vital for staff to understand and appreciate the perspective of someone 
who has been in Restraint or Seclusion. In order to change a culture and the 
way we do business, we must first develop understanding and empathy. 
Restraint and Seclusion are not therapeutic interventions; they are to be 
considered a treatment failure. We failed to understand what the recipient 
needed in the midst of the crisis. R/S typically makes staff feel more in 
control of the situation, not the recipient. Placing hands on a person in crisis 
is an example of external control. The recipient making choices and regaining 
control is an example of internal control. 


Slide 114: Recipient Perspective (continued 


(5 minutes) 


RECIPIENT PERSPECTIVE, CONT’D 


Et SS | 
O From the Office of Consumer Affairs: It is 
recommended that a staff member with a good 
rapport with the recipient meet with the person 
about 2 days after the incident to talk. 


0 The conversation should focus on: 
© Apologize for the incident. Say something like “| feel 
really bad this happened to you. What can we do 
different if it happens again?” 
O Focus on the recipient gaining internal control vs. 
external control. Add to the calming plan. 


This perspective comes directly from the Office of Consumer Affairs and needs 
to be presented. The idea is to give the control of a person’s behavior and 
choices back to the recipient. Making the decision to restrain or seclude an 
individual is an external (outside self) control provided by staff. It does nothing 
to provide teaching to the recipient about internal (self) control, and definitely 
does not promote recovery. 

At the very least this process needs to be brought to a recipient’s team as an 
option for follow up when a traumatic event has occurred. And it also needs to 
be an option that the recipient agrees too and is comfortable with. 
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SAFE AND SUPPORTIVE STANCE 


Move to safest shoulder side for you. 
Slide one foot back. 
Legs slightly bent at the knees. 


Feet approx. 18 inches apart, back foot in a 10:00 or 2:00 position, front foot 
at 12:00 position 


Hands above belt line. 


Pivot step is accomplished by moving the front foot back to a 10:00 or 2:00 
position. 


Step 1-5 Step 6 


1. 
2. 
3. 


4. 


STEP / SLIDE 


Safe and supportive stance. 
Back foot takes a full step back. 


Front foot slides towards back foot while maintaining distance 
between feet for stability. 


Continue steps 2 and 3 until a safe distance away. 


Note: Used when distance is necessary from an aggressive 
situation 


S. 


Staff Assistance 


¢ It may be helpful for a second staff member to 
assist by using one hand to shield themselves 
from being struck by the person's arm and their 
other hand to cover the person's eyes. 


BLOCKING PUNCHES 


Stance, bend your elbows and form an inverted “V” close to your 
face. Cup your hands, align your thumbs, and your palm should 


face the person. Do not block your vision. 
Lower yourself by bending your knees and prepare to step/slide 


Block the blows with your arm on the same side as the blow is 
coming and do not move arms into the blows as you step/slide/ 


away keeping your body low. 
End in a supportive stance. 


Step 2 Step 3 


Step 1 


OLIP PUNCH DEFLECTION 


1. Stance, avoid the punch by side stepping and shifting your weight as 
you move your foot to the side. Which side depends upon the 
direction of the punch. 

2. Deflect the punch with an open hand in the direction of the 
momentum of the person’s punch, if it is a right punch, deflect with 
your right hand and a left punch, deflect with your left hand. 

3. Protect your face with your opposite hand. 

4. End ina supportive stance. 


Steps 1, 2 Step 3 


KICK PROTECTION 


1. Stance, quickly flex the knee closest to the person, to absorb 
impact. 


2. Move out of the way to re-establish a safe and supportive 
stance. 


Step 1 Step 2 


ONE HAND GRASP RELEASE 


1. Stance, make a fist and look for the gate. In one quick movement 
rotate your thumb towards the person’s thumb opening the gate 
as you shift your weight forward and then backward as you pull 
the narrow side of your wrist thru the gate. 


2. Step back in to a safe and supportive stance. 


Note: The gate is the space between the person’s thumb and forefinger. The 
gate may be different depending upon how your wrist has been grabbed. 


Step 1 Step 1 Step 2 


TWO HAND GRASP RELEASE 


1. Stance, make a fist and rotate your wrist so the thumb is 
facing up and grasp your fist with your free hand coming over 
the top. 

2. As you shift your weight from the front leg to the back bring 
your arm up between the person's arms towards your shoulder 
and clear your face as you do so. 


3. Endinasafe and supportive stance. 


Step 2 Step 3 


FRONT HAIR PULL RELEASE 


1. Stance, quickly stabilize the person’s fist to your head by placing one hand directly over their 
fist and your other hand on top and apply downward pressure to their fist. Do not lace 
fingers. 

2. Bring your elbows in to protect your face and lean forward just enough to put a bend in their 


elbow and keep a low center of gravity. You can remain in this position if unable to release 
their hand and yell for help. 


3. Take your top hand off of their fist and place the “V” created between your thumb and 
forefinger directly on their wrist joint, this becomes your fulcrum. 
4. Push up on the wrist with your fulcrum while applying continued downward pressure on the 


fist on your head while you lower your body and step back and sweeping the person’s hand 

downward and away for you. 

oF. CUS 
| == 


Step 1 


BACK HAIR PULL RELEASE: (Short Hair) 


1. Stance, quickly stabilize the person’s fist by interlacing 
your fingers and placing them on top of the fist and apply 
downward pressure and place your thumbs under the 
person’s wrist joint creating a fulcrum. 


2. Maintain your supportive stance as you bend sharply 
forward at the waist. You can remain in this position if 
necessary. 

3: Using your thumbs as a fulcrum push up on the person’s 


wrist and continue the downward pressure on the 
person’s fist as you step backward to the same side as 
the hand pulling your hair. 

4. The release occurs when your head aligns with their hip. 
Your body continues to step back and you continue to 
slide their hand forward. Release their wrist. 

5. End in a safe and supportive stance. 
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Step 2 Step 3 Step 4 


BACK HAIR PULL PROTECTION/ 
RELEASE: (Long Hair) 


1. Stance, quickly grab your own hair with both hands as close to your 
scalp as possible stabilizing your neck using your arms and elbows 
leaning slightly forward, pretend you are putting your hair ina 
ponytail and tuck your chin. 

2. As you take a step forward sharply bend forward at the waist still 
holding your hair against your scalp and yell for help. 

3. If they release, turn and end in a safe and supportive stance 

4. If they do not release, stay in the bent over position protecting your 
neck and head, continue to yell. 

5. If the person attempts to pull you simply move with them 
maintaining your protective position and keeping them behind you. 
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Step 1 Step 2 Step 3 Steps 4,5 


FRONT CHOKE DEFLECTION 


1. Stance, avoid the choke by side stepping and shifting 
your weight as you do. 

2. Deflect the person’s hands away to either side with open 
hands. 

3. Endina safe and supportive stance. 


Steps 1, 2 


FRONT CHOKE RELEASE WITH ARMS STRAIGHT 


1. Stance, your initial reaction should be chin down and shoulders up to 
assist you in protecting your airway. 

2. Grasp the person’s wrists and in one quick movement push up on one 
wrist and pull down on the other. This results in a circular motion and 
you will need to release your chin and shoulders to assist you. 

3. Step back as you crisscross the person’s arms bringing them down 
towards their knees. Release their wrists and step back using a 
step/slide. 

4. End in a safe and supportive stance. 


FRONT CHOKE RELEASE WITH ARMS BENT 


(Note: Use when backed into a corner or against an object or wall) 


1. Stance, your initial reaction should be chin down and shoulders up to 
protect your airway. Bring one arm up through the person’s arms and 
place your hand directly on top of their opposite elbow joint. 

2. | Place your free hand directly on top of your hand at the elbow joint, this 
becomes your fulcrum. 

3. Pull down on the person’s elbow joint and raise the elbow of your hand 
that is directly on their joint, disengage the choke and escape out that 
side. 

4. End in a safe and supportive stance. 

Caution: This technique is NEVER used on a person’s straight arm as it may 
cause the arm to break and will not be effective. 


Step 1 


Front Choke Release with Arms Bent, 
When Needed To Extend Fulcrum 


At Step 3 you may need to extend your fulcrum, as follows: 


1. 


2. 


Your top hand on the recipient’s elbow joint will now grasp 
your wrist of the hand that is directly on their elbow joint. 
Place your forearm of the hand that grasped your wrist 
directly on their elbow joint now. 

Pull down on the person’s elbow joint with your forearm and 
raise your opposite elbow disengaging the choke, escape out 
that side. 


BACK CHOKE RELEASE 


1. Stance, your initial response should be chin down and shoulders 
up to protect your airway. 

2. Raise a forearm bringing your closed hand to your ear level and 
keep in position. 

3. Take astep and as you do spin your entire body in the direction 
of your raised hand. 

4. Your forearm must make contact with the person’s forearm to 
release the choke and you then step away. 

5. Endinasafe and supportive stance. 


Step 1 Step 2 Step 3 Step 4 


HEAD LOCK/AIRWAY PROTECTION 


Stance, your initial reaction should be chin down and shoulders up to 
protect your airway. 

Pull down quickly and firmly on the person’s wrist and forearm with 
your hands and turn your chin into the space you created in their 
elbow joint. 

Widen your safe and supportive stance and lower your body by 
bending your knees. 

Push your buttocks straight back into their mid-section causing them 
to lean forward. This should compromise their balance and lessen 
their ability to put pressure on you. 

Maintain your airway and yell for help. 


HUG/KISS/BITE PROTECTION 


1. Stance, straighten your arms and lock your elbows as you place your 
hands slightly below the person’s collar bone on each side of the chest 
so your fingers are touching their collar bone, not your palm. 

2. Lengthen your stance and bend both your knees, body position is key to 
making this effective, your body is the shock absorber, not your arms. 

3. If the person gets closer or you tire, bend your arms at the elbow and 
keep your forearms flat and together on the person’s chest making a “V” 
with your hands. 

4. Donot push up but rather use your forearms as a barrier making sure 
your thumbs are kept away from the person’s mouth. 

Note: If against the wall turn your body into a supportive stance. 

Caution: Do not put pressure on the person’s head, collarbone, or soft tissue 
of the neck. 


Steps 1, 2 Steps 3, 4 


BITE RELEASE 


1. DONOT PULL AWAY FROM THE BITE. 

2. Push the area being bitten against the person’s mouth using just 
enough pressure to seal the area. 

3. Gently close off the person’s nostrils. 

4. Ifthe person opens their mouth to breathe, pull the bitten area 
away. 

5. Whena second staff member arrives they assist by using one 
hand to shield themselves from being struck by the person’s arm 
and the other hand to cover the person’s eyes. 

6. Move away from the person and into a safe and supportive stance. 


Step 1 Step 2 Steps 3, 4 


STANDING WRAP 


Stance, get yourself into a position about 45 degrees on one side of the person in a position just out 

of striking range. 

Upon approach your last step must land alongside the person’s foot. Caution: Care should be taken 

to ensure the person’s nearest arm to you does not get trapped as you grasp them around their 

shoulders. It may be necessary to guide the person’s nearest arm to the front of their body. 

From the side cinch their shoulders and keep your knees bent. 

Slide your hand down the outside of the person’s arms grasping their wrist as you move around 

behind them and then grasp the opposite wrist. 

Crisscross the person’s arms and pull downward so the hands are at hip level. 

Be sure to keep your head to one side and get into a crouched position with your feet in a 

supportive stance. 

Your inside foot should be between the person’s feet and your knee bent and placed in the back of 

the person’s knee. Use that leg to prevent being kicked by that leg. If they kick with the other leg 
simply pivot around forcing the person to put the leg down to regain balance. 


— 


Steps 1, 2,3 Steps 4, 5, 6 


ONE PERSON REMOVAL 


While the person is in the standing wrap check to see if you have a clear 
path behind you. 

Maintain a firm grasp on the wrists. 

Step back with your outside leg (the one not in the knee joint of the 
person). 

Slide the other leg back as you pull the person towards you. 
Step....slide and pull....step....slide and pull. 

Look behind you periodically and maintain a supportive stance for 
balance. 


Steps 1,2 & 3 Steps 4,5 &6 


TWO PERSON REMOVAL 


Two staff approach the person from opposite sides in a safe and 
supportive stance alternately closing the distance. 

One staff attracts the person’s attention. 

The other (first) staff makes initial contact by grasping the person’s 
outside wrist with their outside hand. The second staff will begin 
moving when the first staff does and grasp the opposite wrist. Your 
inside hand slips under the person’s shoulder. 

Both staff lock hips with the person (gluteal to gluteal) and lean 
forward. Make sure your inside foot is in the vicinity outside of the 
person’s heel. 

Hold the person’s arm across your body firmly holding the wrist 
against your outside hip (like a seatbelt). Step 1 
Both staff will step forward with their inside foot first and then the 

back foot will slide forward. Maintain hip to hip contact with the 

person for each step you both take. 


Steps 4,5 Step 6 


ae ade 


TWO PERSON TAKE DOWN 


Begin with steps 1-6 of the 2 Person Removal. 

Step forward with the outside foot first at the same time. 
Bend down on your inside knee, the person’s buttocks will 
reach the floor and at that time your inside hand rotates to 
the front of the person’s shoulder. 

Both knees are on the floor now at the person’s waist and 
lock hips with the other staff at the center line of the person. 
Secure the person’s shoulder and wrist to the floor, keeping 
your arm straight on the shoulder. The straight arm prevents 
the person’s shoulder from rising, do not put your weight on 
it and press, simply keep a straight arm. 


Steps 2, 3 Step 4 


TWO PERSON TAKEDOWN, 
ADDING A 3? 


If needed, a third staff should grasp the person’s legs in a full circle above the 
knee joint. This staff's head should be facing the person. Caution must be used 
to prevent being kicked and to not hyper-extend the person’s knees. 

Once the third staff announces they have the legs secure the other two staff 
rotate the person’s arm, palm- side up, and bend the person’s arm toward their 
head. 

The two staff then move upward and place their inside knee in the person’s 
armpit, and the other knee near the person’s wrist locking the person’s arm 
between their knees. 

Both staff secure the shoulder with one hand and the wrist with the other. Their 
elbows should be locked. Pressure should not be applied to the person’s joints 
but rather the staff’s upper body prevents the person from rising upward. 


Step 1 Step 2, 3 Step 4 


Physical Restraint 
TatelKer-hate)atsmelare Use 


Kings County Hospital 
Behavioral Health Services 


Ob} ectives 


¢ Identify important components of OMH policy 
on Restraint. 

¢ Identify critical components of facility specific 
policy. 

- Identify and demonstrate appropriate use of 
Restraint. 

¢ Identify principles and procedures of monitoring 
and debriefing during and after the use of 
restraint. 


The Primary Rule 


¢ For behavioral management, restraint 
intervention is to be used only as a measure of 
last resort to avoid imminent injury to the 
patient or others. 


OMH Policy / Guidelines / Goals 


¢ Health and Safety are the primary concerns. 

- The need for medical attention supersedes the 
use of restraint. 

¢ Restraint is never used as a punishment or for 
staff convenience. 

° Facilities must work to make restraint a rare 
occurrence. 

° Release criteria is achievement of a specific 
behavioral objective. 

¢ Clinical staff must demonstrate competence in 
use of Restraint. 


KCHC Behavioral Health Approved 
Types of Restraints 


e Manual Holds 
e 4-Point 


Note: Handcuffs or other restrictive devices 
applied by non- HHC law enforcement officials are 
not covered by KCHC guidelines. 


The following should NOT occur during 
or preceding a restraint 


¢ Carry feet during a 2-person removal (escort) 

¢ Restrain face down (prone position) due to 
positional asphyxia. 

° Place objects on or over a patient’s face during 
restraint. Ifa patient is spitting, staff must use 
PPE. 

° Use of a sheet to tie feet. 


Use of Seclusion 


¢ Seclusion is not an approved modality in KCHC. 

¢ Defined as placement of an individual alone ina 
room or area from which he/ she can not leave 
at will (or where the patient reasonably believes 
that he/ she will be prevented from leaving.) 

- This includes restricting egress through the 
presence of staff by coercion, or by imposing 
implicit or explicit consequences for non- 
compliance. 


Restraint 1s Defined as: 


¢ “Any manual method, physical or mechanical 
device, material, or equipment that immobilizes 
or reduces the ability of a patient to move their 
arms. Legs, body, or head freely.” 


Restraint Policy in Behavioral Health 


“ Restraints are for the management of violent or self- 
destructive behavior. Restraints are safety 
interventions which may be used for purposes of 
managing violent or self-destructive behavior only in 
emergency situations if such intervention is necessary 
to avoid imminent serious injury to the patient or 
others, and less restrictive interventions have been 
utilized and determined to be ineffective, or in rare 
instances where the patient’s dangerousness is of such 
immediacy that less restrictive intervention cannot be 
safely employed.” 


Restraint Policy in Behavioral Health 


Initiation: 

-Except in emergency situations, restraint 1s 
initiated by written order or a licensed physician after 
a personal (face-to-face) assessment of the patient’s 
physical, mental and psychological status. 


- Restraint is initiated after less restrictive measures 
have been used (i.e. sensory modulation, PMCS 
verbal and nonverbal techniques). 


Considerations when Initiating a 
Restraint: 


¢ Trauma history 
¢ Gender sensitivity 


- Pre-existing medical conditions and pregnancy 
(e.g., heart ailments, history of fractures, etc.) 


Restraint Policy in Behavioral Health 


Emergency Initiation 

-In an emergency situation and Licensed 
Physician is not available, restraint may be 
implemented only under the direct supervision of 
a Registered Professional Nurse. 


-A Licensed Physician must immediately be 
Summoned and respond within 30 minutes 
(all BH settings). Without a response, the patient 
must be released. 


Restraint Policy in Behavioral Health 


¢ Restraint will be discontinued as soon as the 
patient is no longer an imminent danger to self 
or others, ess of the length of time in the 
Licensed Physician's order, by a Registered 
Nurse. 


Responsibilities of the Licensed 
Physician. 

¢ Review of the patient’s medical record. 

° Review of treatment plan, PSSP, IBP. 

° Review of least restrictive methods used. 
¢ Review of previous medication orders. 

¢ Review of previous restraint orders. 


Clinical judgment must be exercised in 
continuing, discontinuing, reordering or changing 
medication orders. 


Documentation in the Medical Record 


Includes: 

- Patient medical and physical status. 

-Clinical justification for restraint. 

-Fvidence of attempts to use less restrictive 
interventions. 

-Written modification of the patient’s plan of 
care. 

-Notification of the patient’s family. 


The Restraint Order 


- Entered electronically 

¢ Include; date, starting and ending times, 
maximum duration of order, type and placement 
of restraint, level or frequency of evaluation, 
clinical justification for use, behavioral criteria 
for release. 

¢ If the patient is not released prior to 1 hour, an 
assessment should be done, and a new order 
must be written. 


Manual Hold 


¢ Order required for all Manual Holds, even if 
duration is under 10 minutes. 

¢ No separate Manual Hold Order is required if 
used to place patient in physical restraints and 
under 10 minutes, this time is included in the 
physical restraint order. 


¢ Use must be documented in the patient record. 


Time Limits 


e Face-to-face assessment must be made within 
30 minutes. 

e Orders are not to exceed 1 hour for adults 
(18yrs +) 

e Orders are not to exceed 12 hour for CAPIS 
(17yrs and younger) 

¢ 10 minutes for manual hold. 


Time Limits 


° All restraints require Constant Observation with 
documentation every 15 minutes. 

° The restraint must be released when there is a 
period of sustained calmness. 

¢ The physician must be notified of early released. 


If the patient is released and immediately displays 
unsafe behavior, a new order for restraint is 
needed. 


Debriefing 


¢ Staff debriefing must occur immediately after 
restraints are applied to patient. 

¢ Key individuals involved in the restraint and / or 
Code Orange / White should be present. 

¢ Goals include (1) assessment staff member’s 
immediate needs, (2)steps needed to return to 
pre-crisis milieu, (3) assure communication, (4) 
modification if necessary of patient’s short term 
treatment course. 


Debriefing 


¢ Patient debriefing must be completed within 
24hours after restraint and includes: 
-Causes of behavior and course of actions. 
-Discussion of physical and psychological 
comfort. 
- How staff can assist better to avoid the patient 
needing restraints again. 


Reporting 


- Any and all adverse effects of restraints must be 
documented and reported. 

¢ Injuries to patient require immediate medical 
attention and completion of incident report. 

¢ Major injuries, death and inappropriate use of 
restraint are reportable to OMH and the J ustice 
Center. 

¢ Deaths that occur within 30 days of restraint are 
reportable to OMH and the J ustice Center. 


Family Notification 


¢ If adult patients have given permission for 
family notification of restraints, attempts to 
notify must be made promptly, within 1 hour. 

¢ The guardian or parents of all children and 
adolescents must be notified if there is a 
restraint. 

¢ All attempts must be documented in the medical 
record. 


Staff Training 


Staff training includes annual: 
- Restraint Competency 
-Crisis Management Training (PMCS) 


PIMICS 


Preventing and Managing Crisis Situations 
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Improving Outcomes 
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Improving Outcomes 


Notes 
Program Objectives 


e Demonstrate increased awareness of conditions leading to aggressive 
behavior 

e Recognize the patterns or cues which precede a recipient crisis 

e Demonstrate a specific awareness of the factors leading to a potential crisis 
situation 

e Understand and utilize a wide range of interventions 

e Possess the ability to function in a coordinated manner with other staff 

e Identify components of Trauma Informed Care, Recovery/Resiliency, and the 
importance of a therapeutic environment 

e Identify the PMCS role in the Six Core Strategies 


One of the basic expectations for both recipients of mental health services 
and the providers of those services is the safety of their environment. The 
goals for rehabilitation and recovery shared by recipients and staff cannot be 
met in an environment where safety concerns overshadow treatment 
considerations. The creation of a safe and therapeutic environment is the 
result of many things. These include a well-planned physical environment, a 
culture that values and enhances communication, and staff that works 
together as a team to recognize and prevent violent behavior and potentially 
turn a crisis into a therapeutic opportunity. A key component of all of these is 
the effective prevention, early intervention, and management of crisis 
situations. 


Preventing and Managing Crisis Situations has been long recognized as 
essential to creating a safe and therapeutic environment and is an important 
focus of workforce development that has been supported by the New York 
State Office of Mental Health (NYS OMH) for a number of years. As the NYS 
OMH responds to the changing nature of mental health services and 
recipients of those services, a number of staff training initiatives have been 
developed. This curriculum, Preventing and Managing Crisis Situations 
(PMCS), is designed to further strengthen staff competencies and build on 
those developed in core training by providing specific skills for preventing, 
deescalating or managing aggressive behavior. 


SS a SS 
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Module 1: Foundation 


Notes 


MODULE 1: FOUNDATION 


Purpose and Benefit of PMCS 


e Maintain the safety of all 

e Recognize causes of aggressive behavior 

e Identify appropriate staff responses 

e Creation of a therapeutic/trauma informed care environment 

e Elimination of recipient abuse and coercion 

e Work with the recipient to develop appropriate responses to stressful 
situations, in order to maintain or regain control 

e Apply uniform principles for preventing and managing crisis situations 

e Promote team treatment 


Limitations of the PMCS Program 


PMCS reduces aggressive behavior however; sometimes the reduction in 
aggressive incidents may not be readily apparent. 


These skills are a proficiency which require practice. The goal of OMH is that 
these skills eventually become automatic responses for staff; this can only be 
accomplished through regular practice and reinforcement. 


Facility and individual culture change is necessary to realize the full benefits of 
the program. 

Staff also need to recognize the individual definition of recovery, but their role is 
to always offer hope, support, and help. 


Integration with Other Programs and Initiatives 


The PMCS curriculum enhances and supplements a number of other OMH 
programs and initiatives, including the following: 


e Risk management 

e STEP, Trauma Informed Care 2.0, Recovery 101 
e Other training programs/initiatives at facilities 
e The Six Core Strategies 
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Module 1: Foundation 


Notes 


The Six Core Strategies 


Leadership toward organizational change 
Use of data to inform practice 

Workforce development 

Use of seclusion/restraint prevention tools 
Consumer roles in inpatient settings 
Debriefing techniques 


Oe weN 


OMH’s Multi-Pronged Approach to PMCS 
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Module 1: Foundation 


Notes 


What is Trauma? 


The personal experience of interpersonal violence, including sexual 
abuse, physical abuse, severe neglect, and/or the witnessing of violence, 
terrorism, and/or disasters. 


It is extreme stress that overwhelms the ability to cope or disrupts one’s 
sense of safety. 


What does it mean to be trauma informed? 


e Realizing the widespread impact of trauma; presume all within our care have 
been traumatized, then recognize the potential paths for healing 

e Recognize the signs and symptoms of trauma in staff, recipients, and others 
in the system of care 

e Then respond by fully integrating knowledge about TIC into all that we do 


Typical trauma related symptoms 


e Dissociation 

e Flashbacks 

e Poor judgment 

e Substance abuse 
e Eating problems 
e Aggression 


What is actually happening... 


e Extreme behaviors within relationships can be seen as defensive or self- 
destructive 

e Traumatized people respond to their trauma history in the present, they are 
not able to discern that the context has changed 

e This behavior must be seen as an attempt master extremely difficult 
environments 

e Inthis way, those who have been traumatized are doing the best they can 
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Module 2: Awareness and Understanding of Causes of Aggressive Behavior 


Notes 
MODULE 2: AWARENESS AND UNDERSTANDING OF 
CAUSES OF AGGRESSIVE BEHAVIOR 
People do not become aggressive for a single reason. Generally there are a 
number of factors that have accumulated, each contributing as a stressor and 
compounding the previous factor. Staff should attempt to identify the factors 
involved. The initial response of the recipient is only part of the problem. Think 
of it as the straw that broke the camel’s back. The problem lies much deeper. 
Behavior is often dictated by underlying needs, problems, and unresolved 
conflicts. Careful attention to the factors can assist staff in identifying the 
underlying causes. 
What is Behavior? 
e An outward expression of an inward emotion 
e Amanner of conducting oneself 
e Anaction and response to stimulation 
e The response of a person to the environment 
What is a Trigger? 
A troubling reminder of the past. Something that sets off an action. 
Motivations and Triggers 
e Action in response to a person’s needs 
e Often something more complex than the obvious 
Factors Influencing and/or Triggering Behavior 
Can Lead to Changes the 
AN 4:4 ¢ 1-4-4 (0) 4) Picture 

° Biological e Trauma 

¢ Psychological 

¢ Environmental 
Preventing and Managing Crisis Situations - Participant Workbook 9 


© New York State Office of Mental Health. All Rights Reserved. 


Module 2: Awareness and Understanding of Causes of Aggressive Behavior 


Notes 


ro Think about it! 


Biological, Psychological, and Environmental Factors Which 
Influence Behavior 


1. List the biological factors that most frequently cause or may influence 
aggressive behavior: 


2. List the psychological factors that most frequently cause or may influence 
aggressive behavior: 


3. List the environmental factors that most frequently cause or may influence 
aggressive behavior: 
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Module 2: Awareness and Understanding of Causes of Aggressive Behavior 


Notes 
What triggers traumatic behavior? 


Remember: A “trigger” is defined as a troubling reminder of the past and/or 
the traumatic event as defined by TIC. A trigger will set off an action. 


Examples of potential triggers: 


e Sights, smells, or sounds 

e Time of day, special event, or season 
e Tone of voice 

e The words you use 

e Sex or size of the person approaching 
e Change in behavior 

e Unknown 


What about you? 


List the behavioral warning signs that you display which indicate that you have 
been triggered. (You will not be asked to share this information.) 


a a a a 
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Module 2: Awareness and Understanding of Causes of Aggressive Behavior 


Notes 
Antecedents: Behavioral Warning Signs 


Many warning signs are extremely subtle, or highly specific to the individual. It 
may be difficult to identify or even notice many of them. Staff need to 
continually assess and reassess to identify those behaviors that are atypical and 
which may be indicators that something is wrong. 


()) Think about it! 


Identify behavioral warning signs that you have observed: 


Identify physical warning signs that you have observed: 
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Module 2: Awareness and Understanding of Causes of Aggressive Behavior 


Notes 


. eX 
Movie Break! 2 
e 


Watch the video segment carefully, and then answer the 
following questions. 


1. Factors: What factors were influencing behavior? 


2. Mr. Peters: What were the behavioral warning signs? 


3. Interventions: What interventions were attempted? Were they successful? 
Why or why not? 
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Module 2: Awareness and Understanding of Causes of Aggressive Behavior 


Notes 

What might antecedents look, sound, or feel like? 
Examples of antecedents, or behavioral warning signs: 
e Change in usual behavior 
e Raising one’s voice 
e Staring 
e Extreme quietness 
e Argumentative 
e Mumbling 
e Restlessness 
e Rocking 
e Teasing others 
e Pacing 
e Change in breathing pattern 
e Increase in heart rate 
e Tightness in the chest 
Common Staff Responses to Antecedents 
e Acting out of fear and/or anger 
e Reacting too hastily or being judgmental 
e Placing blame 
e Feeling frustration and/or anxiety 
Stumbling Blocks: Why do we sometimes have a 
non-therapeutic response to behavior? 
e Failure to accept anger as an expression of a normal and healthy emotion 
e Expectation of aggression as a self-fulfilling prophecy 
e An unrealistic expectation for those we serve, oneself, or the job 
e Task orientation 
e Job dissatisfaction 
e Failure to recognize the impact of trauma 
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Module 2: Awareness and Understanding of Causes of Aggressive Behavior 


Notes 
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Module 3: Preventative Approach 


Notes 


MODULE 3: PREVENTATIVE APPROACH 


At the heart of PMCS is the 4-Step Process. This model takes into 
consideration the many variables which must be evaluated when working 
with individuals. Here you integrate knowledge of the stages of behavior, 
appropriate staff response, and both verbal and nonverbal calming 
techniques to produce a good outcome for the recipient. 


PIMICS: The 4-Step Process 


i. 


Assessment 


2. 
Taleste-loalelen-lace| 
Intervention 


Follow-up 
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Module 3: Preventative Approach 


Notes 
PMCS: The 4-Step Process 
Step 1: Assessment 
The first step of the 4-Step Process is Assessment. There are three components 
to a thorough assessment: 
e Initial 
e On-Going 
e Individual Crisis Prevention Plan (ICPP) 
Individual Crisis Prevention Plan - Minimum Requirements 
e Triggers - Something that sets off an action 
e Early warning signs - A signal of distress 
e Coping strategies - Those things that help a person self-regulate 
Individual Crisis Prevention Plan (ICPP) 

Individual Crisis Prevention Plans (ICPP) should encourage creativity and 

should be individualized to each patient’s needs, linked to any personal 

history of trauma, and tailored to environmental resources. 
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Module 3: Preventative Approach 


Notes 

INDIVIDUAL CRISIS PREVENTION PLAN 
Triggers 
Ask questions such as the following: 
e What upsets you, angers you, or makes you feel unsafe? 
e Are your triggers internal or external? 
e What makes you feel hurt or uncomfortable? 
e ls there a time of day that is difficult? 
e Are there any sights, sounds, or smells that are disturbing to you? 
Remember: The Universal Trigger is the enforcement of rules when in crisis! 
Warning Signs 
Ask questions such as the following: 
e Are behaviors seen or felt? 
e What might others notice if you are losing control? 
e What cues will | see and hear? 
e Are you able to communicate your feelings before and during the crisis? 
Coping Strategies 
Ask questions such as the following: 
e What helps? 
e What does not help? 
e Do you need movement, sound, or quiet to help calm you? 
e How can staff help? 
e Who would you like to talk to? 
Preferences 
Ask about the recipient’s preference for the following: 
e Medication 
e By mouth or injection 
e Seclusion or restraint 
e Male or female to talk with 

18 Preventing and Managing Crisis Situations - Participant Workbook 


© New York State Office of Mental Health. All Rights Reserved. 


Module 3: Preventative Approach 


Notes 


PMCS: The 4-Step Process 


Step 2: Interaction and Intervention: It is the appearance of an 
Antecedent that directs your behavior. 


Interaction Talc-avc-laidielal 


¢ Before the crisis: e During crisis 
Build the escalation 
relationship ¢ Teachable moment 
¢ Teaching new skills after the crisis 


e After the crisis: 
Reinforce the 
relationship 


Continuum of Interventions 


Calming 


¢ Nonverbal/Verbal 
© ICPP Choices 


\ 


Preventative 


Awareness Physical 


Restructure Environment Sua! 2 als 
Suggest Alternate Restrictive * Restrictive 


Activities 
Active Programming } \ 


* Defensive 
* Restraints 


Adjunct 


© Medication 
¢ Time Away 
© Comfort Items 
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Module 3: Preventative Approach 


Notes 


Day-to-Day Interaction 


What You Observe: 


Through day-to-day interaction and 
person-centered approach, observe 
and identify opportunities to 
support the person as they work 
toward recovery 


Staff Response: 


Develop therapeutic relationship 
Involve recipient in activities 
Become aware of ICPP 

Develop partnership in hope and 
recovery 

Respond appropriately to requests 
for services 

Learn about their history, including 
trauma 


What sorts of issues impact staff responding to the crisis? 


Biological 
Psychological 
Environmental 
Personal History 


EARLY STAGE 


What You Observe: 


Displays known low-level behavioral 
warning signs. 


20 


Quietly talking to self 
Anxious 

Pacing 

Rocking 

Tapping foot or hand 

Subtle in nature, can be easily 
missed 


Expectation of Staff: 


Recognize behavior exhibited 
Alert other staff to the situation 
Provide environment that fosters 
communication 

Be supportive and empathetic 
Supportive stance 

Focus on the person, not the 
behavior 

Provide privacy 

Offer choices from the ICPP 
Assess and choose from the 
continuum 
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Intervention Stages 


MIDDLE STAGE 
What You Observe: 


Threatening tone and behaviors, 

disruptive and destructive behaviors, 

and an increase in body or extremity 

movement are observed. Some 

examples: 

e Increased aggressiveness 

e Verbalization 

e Medication or treatment refusal 

e Pleading or demanding if not 
recognized by you 

e Difficult to miss due to body 
language and tone of the recipient 


LATE STAGE 


What You Observe: 


Aggressive behaviors are evident. 
Safety concern is elevated. Some 


examples: 
e Threatening bodily harm of self or 
others 


e May use a weapon 

e Violent actions 

e Imminent danger may only occur in 
this stage 


Expectation of Staff: 


e Initiate immediate intervention 

e Notify/involve clinical staff 

e Coordinate actions with other staff 

e Supportive stance 

e Offer a change in environment 

e Provide choices, but be directive 
and non-judgmental 

e Offer options from the ICPP 

e Keep other recipients safe 

e Continue to assess and offer choices 
from the continuum 

e Be prepared for further escalation 

e Pay attention to pleading or 
demanding statements 

e If escalation continues, activate 
emergency response 


LATE STAGE 


Expectation of Staff: 


e Ensure a Team response 

e Supportive stance, Offer space 

e Proactive management of 
interventions 

e Continue to assess and choose 
interventions from the continuum 

e Consider physical intervention if 
justified 

e Coordinate team response 

e Restraint or seclusion if justified 
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Non-Verbal Interventions 


Selective Focus 


What it is: 


Selectively choosing to bring no attention to undesirable or irritating behaviors. 


You choose instead to focus on the need or emotion of the recipient; what is 
bothering them. It works because focusing on a person’s mood or affect shows 
caring or concern. It allows the person to tell you what happened and creates a 
teachable moment. Focusing on undesirable behavior can cause the behavior to 
increase instead of stop. 


Tips for using Selective Focus: 
e There is a pause when people expel verbal or physical energy. 
e That is when staff begin the technique. 


e You use your words to convey your understanding but it is considered a 
nonverbal technique. 


e Remember to focus on the need /emotion and not the behavior. 


e If the behavior being displayed is dangerous use a different technique or 
approach. 


Example of Selective Focus: 


A recipient is heard slamming the bathroom door. As she exits the bathroom, 
you observe her bang a fist against the wall a couple of times. You approach 
using appropriate non-verbal communication and say, “You seem upset. Let’s 
talk.” 


a 
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Non-Verbal Interventions 


Eye Contact 


What it is: 


Brief eye-to-eye contact with someone who may be upset or is displaying unde- 
sirable behavior. Therapeutic eye contact demonstrates a helpful presence; it 
lets the recipient know “I got you,” or in some cases “I know something is going 
on.” Sometimes it can be effective all by itself as a therapeutic technique and in 
other cases it needs to be followed up with a verbal calming technique. 


Tips for using Eye Contact: 


e It really is only a split second for the actual contact to be made. 


e May take longer for the recipient to make the eye contact with you so do not 


stare at them waiting for the contact to occur; that would be threatening or 
annoying to the recipient. 


e If are not already in the line of sight of the recipient that needs the eye con- 
tact than get into their line of sight. Have a reason to be there such as talk- 
ing to other people, performing a small task, etc. 


e Be aware of your body language and facial expression as you make the con- 
tact, both should be neutral. 


e Beaware of a person’s cultural issues regarding eye contact. 


Example of Eye Contact: 


Recipients are watching a game show on television. A patient walks into the 


room and says “Do we always have to watch this crap” as he moves to block the 


view of the television. You are in the room and position yourself in the line of 


sight of the patient, straighten some magazines on a table and make brief eye to 


eye contact. The recipient gives you a dirty look but goes and sits down quietly. 
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Non-Verbal Interventions 


Proximity 


What it is: 


A physical presence that is supportive and non-threatening by moving your 
position closer to the recipient who is displaying disruptive behavior. 
Sometimes just being close to the recipient has a calming effect. Sends a 
message to the recipient that: “I’m here to help”. Sometimes it can be 
effective all by itself as a therapeutic technique when your instinct tells you 
something is developing. In other cases, it needs to be followed up with a 
verbal calming technique because the situation calls for it. 


Tips for using Proximity: 
e Try to beon the same level of the recipient; sit if they are sitting, stand if 


they are standing but always keeping safety in mind. 


e Respect the feeling of territoriality of the recipient. The technique does 
not mean you have to get as close to the recipient as possible for it to be 
effective. 


e Be aware of your body language and facial expression, both should be 
neutral. 


Example of Proximity: 


Jane’s family has left the unit after visiting. Jane enters the dayroom and yells 
at her peers “You all suck” and throws herself into a chair. Staff simply enters 
the room after her, sits in a chair adjacent to where Jane is sitting and waits. 
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Non-Verbal Interventions 


Touch 


What it is: 
Therapeutic Touch is a powerful non-verbal message when you have a 


therapeutic relationship with the recipient and they have identified touch as 
soothing. Placing a hand on an individual’s wrist, elbow or shoulder to convey 
caring, reassurance and to encourage self-control. 


Tips for using Touch: 


e Only 3 places to touch in a therapeutic manner during crisis: top of the 
wrist, top of the shoulder, and tip of the elbow. 


e Recipient must identify that touch is acceptable to them as a calming 
choice. 


e Must establish what is known as a “positive anchor” with the recipient 
before using touch. 


e Anchoring means to associate caring gestures with touch as positive, so 
now when you touch the person in crisis your touch is perceived as caring 
and positive. Examples: high “5”’s, fist bumps, shaking hands, offering 
food, fluids, or any comfort measure while you also make appropriate 
physical contact. 


e We often negatively anchor also, examples: restraint, seclusion, giving 
medications over objection. Ways to counteract the negative: soothing 
gestures or words, offering a pillow or cool cloth. 


Always keep in mind persons who have been traumatized view touch as 
something entirely different. Your good intent is not known to them. In other 
words, you think of touching them as supportive ,and they may see it as com- 
ing from the person who is a threat or a harm to them. 


Example of Touch: 


Jane from the previous example becomes tearful after the same member sat 
down near her. She then says “You guys are so lucky, you get everything you 
want from your family”. Staff member reaches over to her and touches the 
top of her wrist in a therapeutic manner. 
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Non-Verbal Interventions 


Limitation of Audience/Stimuli 


What it is: 


Narrowing of the stimuli offered as a choice to restore calm away from a 
problem. Encouraging a recipient to leave the area or asking other recipients 
to leave the area to get the recipient away from the audience and the 
agitating stimuli. Limiting allows the person to “save face” and shows the 
recipient that someone cares enough to help them when followed up with 
listening techniques. 


Tips for using Limitation of Audience/Stimuli: 


e Useful for people with an Axis 2 diagnosis (Personality Disorders) or 
recipients who are attention seeking because it removes the audience 
and/or the stimulus. 


e Donot take an agitated recipient somewhere that you are alone or 
isolated. 


e If staff chooses to remove the audience as opposed to leaving with the 
person in crisis, be sensitive to the fact that others are now “giving up” 
their choice and it can be disruptive to them. 


e Use enjoyable options to encourage the person to leave with you, such 
as; going for a walk, an activity they enjoy, or simply to have your 
undivided attention to talk. This technique often leads to the use of a 
calming skill for the recipient. 


Example of Limitation of Audience/Stimuli: 


Tom and Frank begin arguing about which T.V. show to watch. Tom asks 
“What are you gonna do about it idiot”? You notice Frank getting upset but 
he does not verbally respond yet. You say “Tom, let’s take a walk in the hall 
and tell me about the show”. Both of you leave the room as you wait for his 
response. 
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Non-Verbal Interventions 


Time Out 


What it is: 


Time out is a concept, not a room. The voluntary and temporary separation 
of a recipient from the social milieu by movement to another area. Not ap- 
propriate for everyone but rather for those individuals who need to be by 
themselves to regain their composure and calm themselves. Time out is also 
not an empty room without stimulation. It can be accomplished in many 
different ways, and areas. Offer acceptable comfort items and use of self- 
soothing strategies. 


Tips for using Time Out: 


e The words “time out” have a negative impact on people when they hear 
them. So be sensitive; you can say things like “time to yourself”, or “ how 
about a quiet place to go right now.” 


e For people that have self-soothing skills in place, time out gives them pri- 
vacy in a non-stimulating area to regain control and calm. 


e Time out cannot be forced or involuntarily applied. 


e There is never a consequence attached to the use of Time Out, which 
would be coercion. Telling a recipient they must take a Time Out for 10 


minutes is coercion. 


e People have different ways they self-sooth; remember the 7 senses. They 
may use sound, activity, movement, or visual aids; we are not all the 
same. 


Example of Time Out: 


Tara is starting to lose control during a group, she is biting her nails and her 
affect is changing. You say “Tara lets go get your calming box and make a se- 
lection”. As you leave the group with her you go on to say “We will find a qui- 
et area for you to relax.” 
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Non-Verbal Interventions 


Body Language and Posture 
What it is: 


55% of our communication is Body Language and Posture. Transmission of a 
positive, supportive and caring non-verbal message will influence a calming 
response. This requires a relaxed, non-threatening, position or bearing of the 
body on the same level as the recipient. The relaxed posture is not one that 
leaves the staff vulnerable, but allows staff to still be prepared to employ 
defensive interventions if necessary. It is using your body posture and language 
as a powerful and positive communication tool. 


Tips for using Body Language and Posture: 


Listening — watch the person talk and hear what they have to say. 

Facial Expression — maintain interest and concern while listening. 

Hand Positioning — be in a manner that is safe and one that conveys a non- 
threatening message to the receiver. 

Gestures — promote listening, openness and convey calmness. 

Calm demeanor — taking in a deep breath, slowing the pace and centering your 
attention is a positive step. 

Positioning — allow for proper and safe spacing between yourself and the 
recipient. 

Congruence/Consistency - assurance that the message you are physically 
transmitting is in sync with your verbal message. 

If the recipient is sitting, the staff should sit. If the recipient is standing, suggest 
a sitting position. 

Use appropriate body language and posture with all of the other interventions. 


Staff need to be especially aware of their body language and other non verbal’s 
when responding to a code on the units. When a recipient sees staff putting on 
gloves, taking off glasses and watches, or ID tags it sends a message to the 
recipient that they are “prepared for a fight”. In some cases staff become a 
trigger that then escalates the crisis and the recipient feels the need to defend 
themselves. 
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Verbal Interventions 


Ventilation 


What it is: 


Venting of feelings results in defusing the agitation and aggressiveness. It allows for a 
release (known as a catharsis) of feelings. Using open ended questions to allow the re- 
cipient to express his or her frustration or feelings in the tone and language they 
choose. Open ended means those questions that cannot be answered with a “Yes” ora 
“No”. For example, “Tell me what happened”? Or “What's wrong”? You will see and 
hear the person calm when it is effective. 


Tips for using Ventilation: 


e This technique is designed for the recipient who is not yet talking. You will see visi- 
ble or physical signs of their anger or frustration such as; pacing, rocking, clenching 
their fists, or slamming objects. 


e Staff must not offer advice or problem solve during the venting. JUST LISTEN! 


e If the venting escalates the persons anger move onto another technique. For exam- 
ple: they continue to threaten or demand, it may not be working. 


e Staff must not take what the recipient is venting about personally. If a recipient is 
venting about a staff member and they hear this it your listening looks as if you are 
agreeing and they then feel the need to defend themselves. That is a mistake and 
may escalate an already tense situation. Your silence as the staff listening does not 
mean you agree with what the recipient is venting. You are simply using the tech- 
nique correctly! 


e As the person vents listen for content, focus on what they are feeling so now ask 
questions like “Tell me what that means to you”? Or even just “Tell me more.” 


e Once you have acknowledged the feeling the person is experiencing they may ask 
for help or you can offer, but do not do it too early. This is not about problem solv- 
ing; this is a developing crisis; so just listen and ask appropriate questions. The per- 
son will have visibly calmed if the technique is working so then it may be time to 
problem solve. 


Example of Ventilation: Dave is pacing, has a tight jaw and is mumbling to himself. 
You approach and say “Dave, what’s going on”. He says “I’m effing tired of being told 
what | can and cannot do”. You respond “I can see this is really bothering you, tell me 
what this means to you.” He then says “I’m a grown man and | should be able to make 
decisions myself, I’m not a kid.” (we will end the demo here because another technique 
will be needed at this point, ventilation has been successful, you know what has him 


upset and the emotion behind it) 
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Verbal Interventions 


Distraction 


What it is: 


Making brief comments or asking short questions in an attempt to direct the topic 
of conversation to something less volatile. Address the affect first and acknowledge 
the fact that the person is angry and then carefully divert them from the volatile 
topic. This prevents them from escalating to the action phase of aggression. It 
directs the conversation to a topic that is either calming or builds the self-esteem of 
the recipient. Puts the topic into a more comfortable and acceptable place or where 
the recipient has comfort and skill. 


Tips for using Distraction: 
e Be brief, use only 5 or 6 words if possible. 


e Must acknowledge first the person is upset, that whatever they are feeling is 
important. Then ask your first brief question. 


e They will give a response and you then base your next question on their 
response. 


e Your questions or comments will then build based upon what they say, and you 
will take the conversation into a direction away from what is upsetting them. 


e It will take at least a few questions before they are distracted. You can be 
walking with the recipient or engaged in an activity as you “distract” with your 


words. 


e This technique is especially helpful for a confused person, or in the beginning 
stages of a crisis. Can also work later but more time may be necessary for it to 
be truly effective. 


Examples of Distraction: Sam is upset that the group vote for recreation did not go 
his way. He yells “I hate basketball, why does it always have to be basketball. | ain’t 
going and you can’t make me.” You first say “This is important to you, tell me what 


|” 


you voted for?” Sam says “Effing volleyball”. You ask “What do you like about 
volleyball?” He says “I’m really good at it, but I’m not going to rec.” You then ask 
“What else are you good at?” He says “Baseball” You ask “What position?” He 
replies “First base.” You say “Great position, kinda like Mark Teixeira from the 


Yankees, huh?” He replies “you know it” and smiles. 


The distraction is working, he may come back to what had him initially upset but 
you are there now and helping. 
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Redirection 


What it is: 


Moving the recipient from an emotional to a cognitive response. Redirecting 
to another activity engages their brain to think rather than feel. If you can 
engage them in an activity they enjoy, all the better. Takes the brain from an 
amygdala response to a cerebral one. Effective because it brings the recipient 
back to a to a more comfortable place. Some examples; listening to music, 
doing some art work, or journaling. Engaging in an activity that is enjoyable 
or soothing is calming. 


Tips for using Redirection: 


e Important to first acknowledge that the person is upset, validate the feel- 
ing. Say something like “I can see this is important to you....” Or “I can 
see how that would upset you”. 


e This technique works well for the quickly volatile recipient or the person 
who does not have effective verbal skills. 


Example of Redirection: 


Charlie is having a hard time because he was denied a home visit. He is yell- 
ing, kicking the trash can, and beginning to upset the unit. Staff member gets 
his attention and says “That really sucks, come over here and help me and 
we'll talk.” 


Charlie complies. He may or may not talk, the important part is that his brain 
is engaging in a new task and no longer caught up in the emotion. (The walk 
is the redirection, not the conversation!) Now engage him in the activity of 
helping you. 
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Verbal Interventions 


Reassurance 


What it is: 


This technique has 3 elements; reminding the recipient of past successes, 
letting them know that they have the ability to be successful in the current 


situation, and informing them that you are able and willing to help them deal 
with the problem. By indicating that both the recipient and the staff member 
have the ability, the recipient is given a vote of confidence and a sense of 
caring from the staff. People benefit from a vote of confidence, and help in 
being successful is appreciated. 


Tips for using Reassurance: 


e Must be genuine in your belief and do not make up successes that they 
do not have. 


e Be aware of your non-verbal communication and be sincere. 


e For this to work best all 3 elements are needed, however; employing one 
or two of the elements will work when you are genuine and therapeutic. 


e Allows staff to reinforce the use of appropriate coping skills 


Example of Reassurance: 


Judy is angry about being asked to share in group. She picks up a chair to 
throw, a staff member approaches from a safe distance and says; “Judy, | 
know you are upset right now and have good reason for it. | also know you 
got upset last week in recreation, remember? You handled it well by getting 
up, walking away and we talked. | know you can do it again and I’m going to 
help.” 
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Understanding/Active Listening 


What it is: 


Module 3: Preventative Approach 


Notes 


Listening intently to as much information as you can, then taking control of the con- 


versation, repeating back to the recipient what they have said. Then at each oppor- 
tunity, adding your perceptions of the various feelings you believe they are or were 
experiencing. People want to be heard and understood. The recipient feels as if 
someone “heard” them when it is done correctly. Understanding is demonstrated 
when inserting the perceived feelings of the recipient whenever you can. 


Tips for using Understanding/Active Listening: 
e Statements are allowed but questions are not, do not problem solve; LISTEN 


e When repeating the information back, start at where the recipient started and 
restate everything you heard, add the feeling you believe they are experiencing 


e = Any misinformation will be corrected by the recipient. 


e Asking questions or adding comments about yourself is not appropriate, it is no 
longer listening when you do that and shifts the focus onto you instead of the 
recipient. It’s almost as if you are saying “ok, enough about you.” 


e Staff also need to be aware that when they “tap into” the emotion the recipient 


is feeling they risk the recipient feeling emotionally exposed. 


e This may mean they may pull back from you, when we feel exposed emotionally 


we fear it will change how the person feels about us. 


e There is also a possibility that the recipient could tell you more than they intend- 


ed. If what they are telling you is more appropriate for their therapist you need 
to possibly stop them, because this is intended to be a calming technique, not a 
session with a counselor. 


Example of Understanding/Active Listening: Build- 
ing from the Ventilation example: After listening to 
Dave vent you now switch to this technique. “So 
Dave, let me see if | have this right. You are tired of 
people telling you what to do, and as a grown man 
you can make decisions instead of people treating 
you like a child. That must be frustrating since you 
have lived alone and taken care of yourself for so 
long. You also said that when people treat you like a 
child it reminds you of the time you were in jail. That 
must be kinda scary?” 
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Verbal Interventions 


Modeling 


What it is: 


Demonstrate control of your emotions by the tone of your voice and the words 
that you use. Speak simply and calmly, keeping the speed, the tone and the 
loudness of your voice naturally calming. Modeling is the verbal expression of 
indicating that you care and are interested in the recipient, and; it is a respectful 
exchange that can be an example for the recipient to follow. 35% of our 
communication is how we sound to another person. 


Tips for using Modeling: 
e This technique is used with all other interventions. 


e It is acceptable to raise your voice to the level of the recipient. Once you 
have their attention bring your voice down to a calmer, quieter level. 


e Make sure your tone is soothing and therapeutic. If not, the recipient will 
have a negative response to even the most appropriate words spoken. 


e Think of tone as the emotion in your voice. People will often say during a 
verbal exchange “Quit yelling at me”! You probably aren’t, what people 
respond to is your change in emotion. It may be a sign you are escalating. 
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One-to-One 


What it is: 


Giving a recipient your undivided attention for a specific period of time--5 to 
10 minutes will usually suffice. Reinforce your caring of the recipient by tell- 
ing other staff “I will be with Joe for 10 minutes, in the hall, and we have 
something important to talk about. Please do not interrupt us unless it is an 
emergency.” Be sure to keep the recipient’s agenda foremost, do not add to 
the discussion other than what the recipient wants to discuss. Coupled with 
Ventilation and Understanding it becomes a powerful calming intervention, 
people just want to be heard. When people feel heard and understood the 
calming occurs. 


Tips for using One-to-One: 


e Make sure other staff members know where you are with the recipient 
and how long you will be unavailable. 


e Stick to the time limit and to the topic of what the recipient says upset 
them, it is an intervention after all, not a therapy session. 


e Recipients can also overexpose during the 5-10 minutes. 


e Problem solving can occur during this intervention. 


Example of One-to-One: 


Sue is upset about a phone call she just got and is escalating. After assessing 
and ensuring that Sue is ready to talk the staff member then says to a co- 
worker, within hearing of Sue, “Sue and | have something important to talk 
about for 10 minutes. We will be in the music room and don’t disturb us un- 
less it’s an emergency.” 


Notes 
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Verbal Interventions 


Exploration of Potential Consequences 


What it is: 


Getting the recipient to verbalize the potential consequences or choices of 
continuing his/her actions or behavior. Discuss what might occur, could happen 
or may have an effect, rather than what is going to happen, what will occur or 
has already been effected. The recipient, who may be feeling desperate and 
helpless, needs to have a way out, especially if they have backed themselves 
into a situation in which they cannot save face. Important to stress that they 
have choices. People need to feel a measure of control over their life and the 
decisions they make. This technique allows for that feeling of control and the 
recipient feels empowered to make the choice for themselves. 


Tips for using Exploration of Potential Consequences: 


e It may be necessary to allow for venting before someone is able to explore 
the consequences of their choice or decision. 


e Beaware of tone and body language...no judgments! 


e Recipient’s will not verbalize the “right” choice from the first time you ask a 
question, sometimes it is the consequence for the consequence; that is why 
it is an exploration. 


e This technique is also useful before the crisis has erupted and especially 
when a recipient does not want to adhere to policies or routines and it has 
an impact on themselves and others; such as refusing to go to lunch or take 
routine medications. 


e Works best when the recipient verbalizes the consequences rather than you, 
but is not necessary for success. 


Example of Exploration of Potential Consequences: 


Jim is disgruntled because his discharge has been delayed again. He is yelling out 
“I’m kicking down the door and leaving now.” He begins to walk towards the 

exit. Staff asks “Jim, you are really mad. You could kick down the door, what 

might happen if you do?” He says “I’d be outta here and with my girlfriend.” You 
then ask “So, what might happen next?” He says “Who cares, I’d be home.” Next 
ask “How might your girlfriend or mom feel about this?” He says “Well, probably 
get pissed at me.” You then ask “What might be a different plan for getting out.” 
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Dislocation of Expectations 


What it is: 


Not reacting defensively to verbal aggressive, threats, or “Baiting” from the 
recipient. Look to the overall goal and keep it in sight. It is essential to know 
and review your own personal triggers so that you will be somewhat pre- 
pared when and if the recipient attempts to push your buttons. Sometimes 
recipients “hurl” insults or threats in an attempt to get the focus off of them 
or as a test for the staff. By dislocating the recipient’s expectations, in other 
words, give them what they don’t expect, you remain therapeutic and re- 
spectful, and it changes the intent. 


Tips for Dislocation of Expectations: 


e You must remain therapeutic: voice tone, word choice, and body lan- 
guage is crucial to making this technique successful. 


e Some examples of dislocation are: Silence, saying “I’m sorry that hap- 
pened”, or a nod of the head. 


e More examples; Verbalizing acceptance of the feeling, showing empathy, 
saying something like; “Let’s keep talking about you, not me”. 


Example of Dislocation of Expectations: 


Staff have responded to a code on a unit and Todd is backed into a corner 

yelling out to the team, “You think you can take me, you’re a bunch of dum- 

basses ‘eff’ you.” The team responds with silence and the “talker” simply says 

“ Please, let’s just keep talking to each other.” > 
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Fogging: A Specific Way To Dislocate 


What it is: 


To agree in part to criticism or verbal attacks, or to find some part of what the 
person is saying that you can agree with. Agree with that part of the attack that 
is true. Do not act defensively or offensively by counterattacking. Goal is to 
“join” with the 

recipient. They will be left with the idea that you “understand” and continue 
talking. 


Tips for using Fogging: 
e When you “partially agree” with the recipient it aligns the two of you. 


e The fogging demonstrates you understand what the recipient is feeling but 
takes the intervention back to the issue. 


e Be aware of your own personal triggers so you are not caught off guard. 


e tis called fogging for this reason; what happens when an object is thrown 
into the fog? It simply disappears, you have no idea the direction it went. 
Same goes for insults, they disappear into the fog. 


Example of Fogging: 


As a staff member you are listening to a recipient vent when he suddenly says to 
you “What are those, coke bottles you’re wearing for glasses?” You respond “My 
glasses are a bit thick.” 


“4 


Another: The recipient says in a nasty tone “You’re just a fat pig” You respond 
know | need to lose weight, lets keeps talking.” 


r 
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Clarifying the Emotional Status 


What it is: 


Respond to the person’s expressions of anger or verbal threats with a less 
threatening emotion and empathy. In a sense you are telling them the emotion 
you believe they are actually feeling. Anger masks the other emotions a person 
is experiencing. It brings the emotion of the recipient’s current behavior to the 
surface. People “get” and understand anger, but most times our recipients are 
really experiencing another emotion. Anger masks hurt, sadness, guilt, pain, and 
many other emotions. It helps the recipient identify the emotional charge that is 
behind a particular behavior. So the next time they may experience that emo- 
tion it will be familiar and more easily handled. 


Tips for using Clarifying the Emotional Status: 


e This technique really begins after you have used a listening technique, the 
recipient’s feeling is clear to you, and they have begun the calming process. 


e So, you can simply state the emotion “You must be feeling...” Or own it your- 
self; “If that happened to me | would feel...” 


e Sometimes the emotion that the recipient is experiencing is a difficult one 
for them to accept. So you can focus on the “how” of why you believe they 
are feeling that particular emotion. “I can see the disappointment on your 
face”, or “| hear the hurt in your voice”. Even “You must be.......” is accepta- 
ble. 


Example of Clarifying the Emotional Status: 


Joe is upset because his family are once again missing a visit. As staff are talk- 
ing to him, he says, “Take those a--holes off my visiting list, | don’t need par- 
ents anyway.” You respond, “If my parents had missed another visit, | would 
be pretty sad.” 
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Active Listening Exercise 


One person reads one of the following statements. Partner 
responds using active/emphatic listening skills. Switch roles using 
another statement. 


Statements: 


1. | can’t understand why they never call or visit. | don’t even know how to 
contact them. 


2. The only feedback | get around here is when | do something wrong. No one 
ever tells me that | did something right. 


3. She wouldn’t even listen to my side. She accepted everything that he said as 
the truth. 


4. | made a mistake and | said | was sorry. Give me a break! 
5. It’s not fair, every time there is a problem; | get accused of causing it! 


6. Every time! am late, | get in trouble but it doesn't seem to bother him when 
she is late! 


i OF 8 ee 
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MODULE 4: PHYSICAL INTERVENTION 
Proactive Management 


In any given situation. Staff must consider whether the use of a physical 
intervention is needed. If all other options have been exhausted, then use the 
least restrictive first, and return to the least restrictive as soon as possible. 


eEmotional Self Assessment: Are you in control of your emotions? Are you able 
to be effective, therapeutic and rational in your attempts to proactively manage 
the situation? 


eCommunication: Have you offered an opportunity for the individual to 
communicate using signs, symbols, or speech, and have you responded 
positively? Is my communication clear, am | being understood? 


eChoice: Have you offered another activity and encouraged the individual to 
choose? Providing people with choices sends a message of “you have control 
over this, not me”, and can also help a person save face. 


eEnvironment: Have you offered a change of location or setting (e.g. a smaller 
space, a low distraction area) and have you adapted the environment to support 
the individual? 


ePhysical Needs: Have you considered hunger, thirst, pain, headache, cold, 
tiredness, activity; need to use the toilet, etc. as a reason for the person’s crisis? 
We tend to forget that what is happening in our bodies can drive behavior. 


elnteraction: Have you offered a change of staff member and/or responded to 
the need for attention? 


eTherapeutic Alternatives: Have you offered music, aromatherapy, etc.? 
Consider listening to music, sitting quietly in a darkened room, or rocking ina 
chair can be soothing as examples. 


eCommunication Techniques: Have you used verbal and non-verbal calming 
techniques—reflection, empathy or redirection? Have you listened, read the 
signs, picked up on cues, and given prompts rather than hurrying to give advise, 
or problem solve? 


eTrauma Sensitive: Have you helped to restore the individual’s confidence and 
dignity rather than being confrontational and have offered a constructive 
functional activity? Have we responded with trauma sensitivity and taking into 
account that we may become a trigger for the traumatized person? 
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Progression and Justification of Physical Interventions 
« Recognition « Choice of Intervention 
« Team Alert - Initiating the Manual 
Restraint 
- Intervention « Continuation of Calming 
Techniques 
- Proactive Manage- - Release 
ment 
« Team Roles and « Documentation 
Rules 
« Consideration of a 
physical intervention 
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Positional Asphyxia 
What it is: 


Positional is defined as a body position that interferes with breathing. Asphyxia 
is defined as insufficient intake of oxygen. 


As a consequence of restraint, respiration is compromised causing insufficient 
oxygen in the blood to meet the body’s needs or demands which then results in 
a disturbed heart rhythm. A person will struggle more violently before being 
rendered unconscious. Positional asphyxia can occur in any position that 
compromises breathing. 


Mechanism of Respiration 
What it is: 


Effective respiration depends on three critical elements: 

e Open airway 

e Adequate exchange of oxygen and carbon dioxide between the lungs and 
the circulatory system 

e A functional muscular pump system (that is the diaphragm and intercostal 
muscles ) to achieve air flow in and out of the lungs. 


When standing or sitting upright, a healthy person uses both the intercostal 
muscles and the diaphragm to breath. However, when a healthy person is lying 
down on their back (supine) or lying down on their front (prone), breathing is 
normally accomplished potentially only by diaphragm movement. 


Source: Restraint Asphyxia (Miller, 2001) 
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Risk Factors for Positional Asphyxia 
A patient has an increased risk for positional asphyxia if they; 
e are restrained face or chest down 
e are obese 
e are physically exhausted from a prolonged struggle or physical exertion 
e are under the influence of drugs or alcohol 
e have respiratory syndromes, including asthma or bronchitis 
e have pre-existing heart disease, including an enlarged heart 
Source: Protection & Advocacy, Inc. 
How to Prevent Positional Asphyxia 
e NO face down (prone) restraint 
e Recipient must be immediately repositioned if in a chest down position 
e For patients held in manual restraint, a separate staff member not involved 

in the manual restraint shall carefully observe the patient’s physical status 

including respiration, skin color and complaints of pain or physical 

discomfort. 
Source: PC-701 
NEVER assume when a person says “I can’t breathe” that it may be a ploy! 
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IMPORTANT 


POSITIONAL ASPHYXIA 


Definition: Death which results from a body position that interferes 
with the ability to breathe. Positional asphyxia has been identified as a 
cause of death in situations where a person is restrained in a prone (face- 
down) position and pressure is exerted on the person’s back preventing 
the person from rising. 


How Positional Asphyxia Occurs: If a person is restrained in a prone po- 
sition and pressure is exerted on their back, the contents inside the abdo- 
men are pushed upward against the person’s diaphragm. In order fora 
person to breathe in, the diaphragm must be able to descend to create a 
negative pressure inside the thoracic cavity, where by the lungs cannot 
breath in. The situation is complicated further when the person has a 
protruding abdomen (beer belly). Positional asphyxia can occur in this 
case where such a person is held in a prone position and no pressure is 
exerted on the person’s back. Death can occur in minutes from positional 
asphyxia. It is important to note that once a person who is being re- 
trained cannot breathe; it is likely they will struggle more violently for a 
short period. This can be easily misinterpreted that the person is not in 
any physical crisis. Also, if the air has been expelled from the lungs, it is 
likely that the person cannot speak, therefore cannot breathe. 


Preventing Positional Asphyxia: It is the position of the Office of Mental 
Health that every effort must be taken to prevent a person from being 
restrained in a prone (face-down) position. It is important to note that 
positional asphyxia can occur to a person when they are restrained in oth- 
er than a prone position. Therefore, all staff involved in restraining an 
individual including those observing the situation have a clear responsibil- 
ity to continuously monitor the restrained person’s ability to breathe, as 
evidenced by their taking breaths (seeing the person’s chest rise and fall 
and hearing air passage) and the color of their face. When in the course 
of restraining a person, that person ends up in a prone position; that per- 
son should be rotated to a face up position immediately. If unable to safe- 
ly rotate the person to face up position, staff should disengage and step 
back into a safe and supportive stance. If or when a restrained person 
states that they cannot breathe, staff must immediately assess this and 
change the position of the person to facilitate breathing. Always consider 
releasing the recipient as a change of position. 


Cervical Neck Injury: Staff should never attempt to hold the head during 
a physical intervention as this may cause a cervical spine (neck) injury. 
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Safe and Supportive Stance 


Steps to a safe and supportive stance: 


Move to safest shoulder side for you. 

Slide one foot back. 

Legs slightly bent at the knees. 

Feet approx. 18 inches apart, back foot in a 10:00 or 2:00 position, front foot 
at a 12:00 position. 

5. Hands above the belt line. 


Poe 


Note: Pivot step is accomplished by moving the front foot back to the 10:00 or 
2:00 o’clock position. The pivot step can also move your shoulder side to a 
different bladed position. 


Step and Slide 


Steps to step and slide (step/slide): 


. Starting position is the safe and supportive stance. 
2. Back foot takes a step back. 
Front foot slides towards back foot still maintaining distance between feet 
for stability. 
4. Continue steps 2 and 3 until a safe distance away. 


Note: Used when distance is necessary from an aggressive situation. 


You may have to assist a staff member who cannot release themselves from a 
particular physical such as a hair pull, or a choke. You as a person arriving on the 
scene can do the following: Use one hand to shield yourself from being struck by 
the recipient and use your other hand to cover the person’s eyes. 


Staff Assistance 


It may be helpful for a second staff member to assist by using one hand to shield 
themselves from being struck by the person’s arm and their other hand to cover 
the person’s eyes. 
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Blocking Punches 


Steps to blocking punches: 


In the safe and supportive stance, bend your elbows and form an inverted 
‘V” close to your face. Cup your hands, align your thumbs, and your palm 
should face the person. Do not block your vision. 


Lower yourself by bending your knees and prepare to step/slide. 
Block the blows with your arm on the same side as the blow is coming and 
do not move arms into the blows as you step/slide away and keeping your 


body low. 


End in a supportive stance. 


Slip Punch Deflection 


Steps to slip punch deflection: 


In the safe and supportive stance, avoid the punch by side stepping and 
shifting your weight as you move your foot to the side. Which side depends 
upon the direction of the punch. 


Deflect the punch with an open hand in the direction of the momentum of 
the person’s punch; if it is a right punch, deflect with your right hand if it is a 
left punch, deflect with your left hand. 


Protect your face with your opposite hand. 


End in a supportive stance. 


Kick Protection 


In a safe and supportive stance, quickly flex the knee closet to the person to 
absorb the impact. 


2. Move out of the way to re-establish a safe and supportive stance. 
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One Hand Grasp Release 


Steps to a one hand grasp release: 


1. In asafe and supportive stance, make a fist and look for the gate. In one 
quick movement rotate your thumb towards the person’s thumb as you shift 
your weight forward and backward as you pull the narrow side of your wrist 
through the gate. 


2. Step back into a safe and supportive stance. 


Note: The gate is the space between the person’s thumb and forefinger. The 
gate may be different depending upon how your wrist has been grabbed. 


Two Hand Grasp Release 


1. In asafe and supportive stance, make a fist and rotate your wrist so the 
thumb is facing up and grasp your fist with your free hand coming over the 
top. 


2. As you shift your weight from the front leg to the back bring your arm up be- 
tween the person’s arms towards your shoulder and clear your face as you 
do so. 


3. End inasafe and supportive stance. 


Hair Releases 


It is important for any hair pull that you immediately stabilize your neck and 
head. By this we mean placing your hands directly on top of the person’s hand 
beginning to pull your hair and put downward pressure. 


This prevents them from twisting their hand or continuing to pull and potentially 
leading to a neck injury. It should become almost second nature to you that 
when a hand come onto your hair you stabilize. 
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Front Hair Pull Release 


Steps to a front hair pull release: 


In a safe and supportive stance, quickly stabilize the person’s fist to your 
head by placing one hand directly over their fist and your other hand on top 
and apply downward pressure to their fist. Do not lace your fingers. 


Bring your elbows in to protect your face and lean forward just enough to 
put a bend in their elbow and keep a low center of gravity. You can remain 
in this position if unable to release their hand and yell for help. 


Take your top hand off of their fist and place the “V” space between your 
thumb and forefinger directly on their wrist joint creating a fulcrum. 


Push up on the wrist with your fulcrum while applying continued downward 
pressure on the fist on you head while you lower your body and step back 
and sweep the person’s hand downward and away from you. 


Back Hair Release (Short) 


In a safe and supportive stance, quickly stabilize the person’s fist by 
interlacing your fingers and placing them on top of the fist and apply 
downward pressure and place your thumbs under the person’s wrist joint 
creating a fulcrum. 


Maintain your supportive stance as you bend sharply forward at the waist. 
You can remain in this position if necessary. 


Using your thumbs as a fulcrum push up on the person’s wrist and continue 
the downward pressure on the person’s fist as you step backward to the side 
of the hand pulling your hair. 


The release occurs when your head aligns with their hip. Your body 
continues to step back and you continue to slide their hand forward. Release 


their hand and wrist. 


End in a safe and supportive stance. 
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Back Hair Pull Release/Protection (Long Hair) 


Steps to a back hair pull release/protection: 


1. 


Ina safe and supportive stance, quickly grab your own hair with both hands 
as close to your scalp as possible stabilizing your neck using your arms and 
elbows leaning slightly forward. Pretend you are putting your hair in a 
ponytail. 


As you take a step forward quickly bend forward at the waist still holding 
your hair against your scalp and yell for help. 


If they release, turn and end in a safe and supportive stance. 


If they do not release, stay in the bent over position protecting your neck 
and head, continue to yell. 


If the person attempts to pull you simply move with them maintaining your 
protective position and keeping them behind you. 


Choke Releases 


As with hair pulls, when you are being choked it is important to stabilize, we 
refer to it as “initial protection.” It is simply chin down and shoulders up. Your 
neck becomes a smaller target and it protects your airway so you can continue 
to breath. People should almost “instinctually” perform this task, if you feel or 
sense hands coming towards your neck then immediately “turtle.” 


Front Choke Deflection 


Steps to a front choke deflection: 


In a safe and supportive stance, avoid the choke by side stepping and shifting 
your weight as you do. 


Deflect the person’s hands away to either side with open hands. 


Both hands may deflect, if only one hand deflected then protect your face 
with the opposite hand. 


End in a safe and supportive stance. 
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Front Choke Release with a Persons Arms Straight 


Steps to a front choke release with a persons arms extended: 


1. In asafe and supportive stance, your initial reaction should be chin down 
and shoulders up to assist you in protecting your airway. 


2. Grasp the person’s wrist and in one quick movement push up on one wrist 
and pull down on the other. This results in a circular motion and you will 
need to release your chin and shoulders to assist you. 


3. Step back as you crisscross the person’s arms bringing them down towards 
their knees. Release their wrists and step back using a step/slide/step. 


4. Endina safe and supportive stance. 
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Front Choke Release with a Persons Arms Bent (When 
backed into a corner, object or wall) 


Steps to a front choke release with a persons arms bent: 


1. In asafe and supportive stance, your initial reaction should be chin down 
and shoulders up to protect your airway. Bring one arm up through the per- 
son’s arms and place your hand directly on top of their opposite elbow joint. 


2. Place your free hand directly on top of your hand at the elbow joint , this be- 
comes your fulcrum. 


3. Pull down on the person’s arm and raise the elbow of your hand that is di- 
rectly on their elbow joint, disengage the choke and escape out that side. 


4. End ina safe and supportive stance. 


Caution: This technique is NEVER to be used on a person’s straight arm as it may 
cause the arm to break. 


Front Choke Release with Arms Bent (When needed to 
extend fulcrum) 


Steps to a front choke release with a persons arms bent: 
At Step 3 from above you may need to extend your fulcrum, as follows: 


1. Your top hand on the recipient’s elbow will now grasp your wrist of the hand 
that is directly on their elbow joint. 

2. Place your forearm of the hand that grasped your wrist directly on their elbow 
joint now. 

3. Pull down on the person’s arm with your forearm and raise your opposite el- 
bow disengaging the choke, escape out that side. 
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Back Choke Release 


Steps to a back choke release: 


In a safe and supportive stance, your initial response should be chin down, 
shoulders up to protect your airway. 


Raise a forearm bringing your closed hand to your ear level and keep in 
position. 


Take a step forward and as you do spin your entire body in the direction of 
your raised hand. 


Your forearm must make contact with the person’s forearm to release the 
choke and you then step away. 


End in a safe and supportive stance. 


Headlock/Airway Protection 


Steps to headlock/airway protection: 


In a safe and supportive stance, your initial reaction should be chin down 
and shoulders up to protect your airway. 


Pull down quickly and firmly on the person’s wrist and forearm with your 
hands and turn your chin into the space you created in their elbow joint. 


Widen your safe and supportive stance and lower your body by bending your 
knees. 


Push your buttocks straight back into their mid-section causing them to lean 
forward. This should compromise their balance and lessen their ability to 


put pressure on you. 


Maintain your airway and yell for help. 
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Hug/Kiss/Bite Protection 

Steps to hug/kiss/bite protection: 

1. In asafe and supportive stance, straighten your arms and lock your elbows 
as you place your hands slightly below the person’s collar bone on each side 
of the chest so your fingers are touching their collar bone, not your palm. 

2. Lengthen your stance and bend both your knees, body position is key to 
making this effective, your body is the shock absorber, not your arms. 

3. Ifthe person gets closer or you tire, bend your arms at the elbow and keep 
your forearms flat and together on the person’s chest making a “V” with 
your hands. 

4. Do not push up but rather use your forearms as a barrier making sure your 
thumbs are kept away from the person’s mouth. 

Note: If against the wall turn your body into a supportive stance. 

Caution: Do not put pressure on the person’s head, collarbone or soft tissue of 

the neck. 

Bite Release 

Steps to a bite release: 

1. DO NOT PULL AWAY FROM THE BITE. 

2. Push the area being bitten against the person’s mouth using just enough 
pressure to seal the area. 

3. Gently close off the person’s nostrils. 

4. If the person opens their mouth to breathe, pull the bitten area away. 

5. When a second staff member arrives they assist by using one hand to shield 
themselves from being struck by the person’s arm and the other hand to 
cover the person’s eyes. 

6. Move away from the person and into a safe and supportive stance. 
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Manual Restraint 


Definition: Involuntary holding or pinning of an individual to restrict movement 
of the head, arms or body. 


Source: PC— 701 


IMPORTANT 


HOW TO CORRECTLY GRASP ANOTHER PERSON’S WRIST 


Note: Hand position is very important when intervening with a one-person 
wrap or a two-person removal. 


To ensure a secure hold when it is necessary to grasp someone by the 
wrist, hand position becomes very important. Too high up on the person’s 
arm, or too low on the back of the hand, will result in an unsecured hold on 
the wrist. Any physical intervention should be performed quickly, safely 
and as coordinated as possible. 


Initial contact should be made above the wrists, sliding your hand down 
to just above the wrist joint. 

At the wrist, find the indentation caused by the wrist joint and fit your 
fingers into that depression. 


This will ensure a secure hold on the wrist. A great deal of pressure can be 
exerted on the wrist in this fashion without causing either pain or any 
physical damage to the wrist. 
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Standing Wrap 
Steps to a standing wrap: 


1. In asafe and supportive stance, get yourself into a position about 45 degrees 
on one side of the person in a position just out of striking range. 


2. Upon approach your last step must land alongside the person’s foot. 
Caution: care should be taken to ensure the person’s nearest arm to you does 
not get trapped as your grasp them over the shoulders. It may be necessary to 
deflect the person’s nearest arm during the approach. 


3. From the side cinch their shoulders and keep your knees bent. 


4. Slide your hand down the outside of the person’s arm grasping their wrist as 
you move around behind them and then grasp the opposite wrist. 


5. Crisscross the person’s arms and pull downward so the hands are at hip 
level. 


6. Be sure to keep your head to one side and get into a crouched position with 
your feet in a supportive stance. 


7. Your inside foot should be between the person’s feet and your knee bent 
and placed in the back of the person’s knee. Use that leg to prevent being 


kicked by that leg. If they kick with the other leg simply pivot around forcing 
the person to put the let down to regain balance. 


One Person Removal—while in the standing wrap 


1. While the person is in the standing wrap check to see if you have a clear 
path behind you. 


2. Maintain a firm grasp on the wrist. 

3. Step back with your outside leg (the one not in the knee joint of the person). 
4. Slide the other leg back as you pull the person towards you. 

5. Step...slide and pull...step...slide and pull. 


6. Look behind you periodically and maintain a supportive stance for balance. 
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Two Person Removal 

Steps to two person removal: 

1. Two staff approach the person from opposite sides in a safe and supportive 
stance alternately closing the distance. 

2. One staff attracts the person’s attention. 

3. The other (first) staff makes initial contact by grasping the person’s outside 
wrist with their outside hand. The second staff will begin moving when the 
first staff does and grasp the opposite wrist. Your inside hand slips under the 
person’s shoulder. 

4. Both staff lock hips with the person (gluteal to gluteal) and lean forward. 
Make sure your inside foot is in the vicinity outside of the person’s heel. 

5. Hold the person’s arm across your body firmly holding the wrist against your 
outside hip (like a seatbelt) 

6. Both staff will step forward with their inside foot first and then the back foot 
will slide forward. Maintain hip to hip contact with the person for each step 
you both take. 

Two Person Take Down—following two person removal 

1. Step forward with the outside foot first and at the same time. 

2. Bend down on your inside knee, the person’s buttocks will reach the floor 
and at that time your inside hand rotates to the front of the person’s 
shoulder. 

3. Both your knees are on the floor now at the person’s waist and lock hips 
with the other staff at the center line of the person. Secure the person’s 
shoulder and wrist to the floor, keeping your arms straight on the shoulder. 
The straight arm prevents the person’s shoulder from rising, do not put your 
weight on it and press, simply keep your arm straight. 
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Two Person Take Down—Adding a 3rd 

Steps to adding a 3rd person to a two person take down: 

1. If needed, a third staff should grasp the person’s legs in a full circle above 
the knee joint. This staff's head should be facing the person. Caution must 
be used to prevent being kicked and to not hyper-extend the person’s knees. 

2. Once the third staff announces they have the legs secured the other two 
staff rotate the person’s arm, palm-side up, and bend the person’s arm to- 
ward their head. 

3. The two staff then move upward and place their inside knee in the person’s 
armpit, and the other knee at the person’s wrist locking the person’s arm 
between their knees. 

4. Both staff secure the shoulder with one hand and the wrist with the other. 
Their elbows should be locked. Pressure should not be applied to the per- 
son’s joints but rather the staff’s upper body prevents the person from rising 
upward. 
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MODULE 5: RESTRAINT AND SECLUSION 


For behavioral management purposes, seclusion and restraint are interventions 
to be used only as a measure of last resort to avoid imminent injury to the 
patient or others. 


Principles of Seclusion and Restraint 


Health and safety are the primary concerns 
Against policy to restrain in a dace down position 


The need for medical attention supersedes the sue of seclusion or re- 
straint. 


Never used as punishment or for staff convenience 
Least restrictive intervention must be used 


Facilities must work to make use of seclusion and restraint a rare occur- 
rence. 


Facilities must have a plan to become violence and coercion free. 
No objects on or over a recipient’s face during restraint 

No simultaneous use of seclusion and restraint 

Release criteria is achievement of a specific behavioral objective 


Staff must demonstrate competence in use 
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Improving Outcomes 


Notes 
Specific Restraints 
e Manual 
e 4 Point 
e 5 Point 
e Wrist to Belt 
e Calming Blanket 
e Mitts and Helmets 
e Drug used as a restraint 
Seclusion 
Seclusion is the placement of an individual alone in a room or area from which 
he or she cant not leave at will (or where the patient reasonably believes that he 
or she will be prevented from leaving). This includes restricting patient’s egress 
through their presence of staff, by coercion, or by imposing implicit or explicit 
consequences for non-compliance. However, it shall not mean confinement on 
a locked unit or ward where the patient is with others. 
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Improving Outcomes 
Notes 
Initiating Seclusion or Restraint 


e ICCP has been identified and recorded. 
e Physician’s written order Is necessary 


e Requires a physician’s assessment of the recipient’s physical condition and 
psychiatric status. 


e Maximum time frames are as follows: 


One hour for adults; 

30 minutes for patients ages 9 to 18, or for patients over age 18 
in a children’s facility or unit; 

Up to 15 minutes for manual restraint of patients of any age; 
Up to 15 minutes for the use of calming blanket which is not 
intended for use as an ongoing restrain: and 

Seclusion or mechanical restraint shall not be used for patients 
under the age of 9. 


e The Office of Mental Health expects that staff will immediately interact/ 
intervene to prevent at patient from seriously injuring him/herself or others. 
When patients display antecedents to aggressive behavior and a potential 
crisis appears to be evolving, the registered nurse or nurse practitioner and 
physician should be immediately notified. Seclusion or restraint may be 
initiated in the absence of a physician’s written order if a patient presents 
an imminent danger to self or others and a physician is not immediately 
available to examine the patient. 


e Aphysician must be called immediately to conduct a personal examination 
of the patient. If the physician cannot arrive on the ward or unit with in 5 
minutes, he/she may issue a telephone order to initiate the restrain or 
seclusion. Telephone orders to initiate the restrain or seclusion will be sued 


sparingly. 


e Implementation of the seclusion or restraint order shall be consistent with 
the techniques sanctioned and taught by the Office of Mental Health. 


e Immediately after the application of the seclusion or restraint, a physician or 
registered nurse shall conduct an assessment of the patient to ensure that 
the intervention was safely and correctly applied with out undue harm or 
pain to the patient. 
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Improving Outcomes 


Notes 
Initiating Seclusion or Restraint (Continued) 


e If, at any time after the application of seclusion or restraint, clinical assess- 
ment indicates that the patient has met the behavioral criteria for release, 
release shall be immediate. 


e Unless the nurse, doctor, or physician’s assistant determines that the patient 
is obviously dangerous, an attempt should be made to release the patient at 
least once every 30 minutes. 


Reviewing the Use of Seclusion and Restraint 


Following the use of seclusion or restraint staff must conduct: a Patient Evalua- 
tion, a Post Acute Event Analysis and a Formal Debriefing 


Patient Evaluation 


Upon the patients release, the registered nurse, nurse practitioner, or physi- 
cian’s assistant shall conduct an in-persona re-evaluation of the patient and 
write a progress note that includes a description of the patient’s response to the 
use of seclusion or restraint. 
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Improving Outcomes 


Notes 
Post Acute Event Analysis 


Immediately following the episode of seclusion or restraint, the key individuals 
involved in the procedure shall conduct and document a post acute event 
analysis. 


The focus of the immediate post acute event analysis shall include the following: 


e Assessment of patient and staff members’ immediate needs (e.g., patient’s 
and staff’s physical well being, psychological well being, psychological 
comfort and patient’s right to privacy.) 


e Identifying steps that need to be taken to return to the pre-crisis milieu. 


e Assurance of communication regarding the event among the administration, 
unit staff, the family and the patient. 


e Begin to evaluate the need for emotional support, including, if necessary, 
treatment of trauma, for the patient, witnesses/observers and the staff 
involved. 


e If immediately indicated, modify the patient’s treatment or individual crisis 
plan. 
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Improving Outcomes 


Notes 
Formal Debriefing 


No later than the next working day following the use of seclusion or restraint, or 
sooner if practicable, a senior manager shall conduct a formal debriefing de- 
signed to delineate what happened, how the participants feel about the events 
that happened, and what operational and training issues need to be addressed. 


The goals of the formal debriefing are as follows: 


e Toreverse or minimize any negative effects of the used of seclusion and re- 
straint; 


e To evaluate the emotional impact on all individuals involved; 


e To identify any need for, and then to provide counseling or support for the 
patients (and staff) involved for any trauma that may have resulted (or 
emerged) from the incident; 


e To prevent the future use of seclusion and restraint by assisting the patients 
and staff in identifying what led to the incident and what could have been 
done differently, in determining whether or not all alternatives so seclusion 
and restraint were considered; and 


e To address organizational problems and make appropriate changes by deter- 
mining what organizational barriers may exist to avoiding seclusion and re- 
straint in the future: and by recommending changes to the organizational 
philosophy, policies, and procedures, environmental of care, treatment 
approaches, staff education and training. 
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Improving Outcomes 


Notes 
MODULE 6: IMPROVING OUTCOMES 
Team Review of Performance 
e When was the crisis recognized and what was utilized for de-escalation? 
e Was the person with the best rapport involved? 
e What worked and what did not? 
e What were the contributing factors and were they controllable? 
e Did all team members know their role and respond accordingly? 
e What was the emotional impact on involved staff? 
e Did co-workers recognize the need to relieve emotionally charged staff? 
e Were there sensitivity or cultural issues involved? 
e What was learned? 
Documentation 
e Should take place as soon as possible. 
e Bethorough and specific as to who, what where, and when. 
e Describe the progression of recipient behavior. 
e Describe the specifics of staff interventions. 
e Provide justification for the seclusion or restraint. 
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Improving Outcomes 


Notes 
Individual Review of Performance 


e Do you practice the Approaches to PMCS? 
e Do you provide a Therapeutic Milieu? 
e Do you respond with trauma sensitivity? 


e Have you contributed to changing the culture? 


Therapeutic Milieu 

It is defined as a surrounding or environment that has a good effect on one’s 
mind and body. A therapeutic milieu is not a specific technique. It is a method of en- 
suring that a community is providing treatment that is utilized by everyone to control 
their symptomatic behaviors and promote learning. That is why our individual review is 
so important. As staff we are part of the environment and should respond accordingly. 


Recipient Perspective 


When appropriate, persons who have experienced seclusion and restraint as 
patients shall be included as providers of training. If such persons are not availa- 
ble as trainers , the viewpoints of persons who have experiences seclusion or 
restraint shall be presented using written or audiovisual material, as available. 


PC-701 
From the Office of Recipient Affairs: 


It is recommended that a staff member with a good rapport with the recipient 
meet with the person about 2 days after the incident to talk. 


The conversation should focus on: 


e Apologize for the incident. Say something like “| feel really bad this hap- 
pened to you. What can we do different if it happens again?” 


e Focus onthe recipient gaining internal control vs. external control. Add to 
the calming plan. 
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PMCS ANNUAL 
REFRESHER 


PREVENTING AND MANAGING CRISIS SITUATIONS 
NEW YORK STATE OFFICE OF MENTAL HEALTH. 
© 2014 — ALL RIGHTS RESERVED 


PROGRAM OBJECTIVES 


Demonstrate increased awareness of conditions leading to 
aggressive behavior 


Recognize the patterns or cues which precede a recipient crisis 


Demonstrate a specific awareness of the factors leading to a 
potential crisis situation 


Possess a wide range of interventions 


Possess the ability to function in a coordinated manner with 
other staff 


Identify components of Trauma Informed Care, 
Recovery/Resilience, and the importance of a therapeutic 
environment 


Identify the PMCS role in the Six Core Strategies 


APPPROACHES TO PMCS 


_] Emphasis is on prevention and being pro-active 
_] Integrated team effort 

_} Humane approach 

_) Individualized, person centered 

LI Recovery/Resiliency focused 


_) Trauma informed 


What Motivates/Triggers 
Behavior 


Action in response to a person’s needs 
ls often something more complex than the obvious 


A Trigger is defined as: Something that sets off an action... 
or; a troubling reminder of the past 


FACTORS INFLUENCING/TRIGGERING 
BEHAVIOR 


CAN LEAD TO AGGRESSION CHANGES THE PICTURE 


BIOLOGICAL TRAUMA 
PSYCHOLOGICAL 


ENVIRONMENTAL 


WHAT DOES IT MEAN TO BE 
TRAUMA INFORMED? 


_| Realizing the widespread impact of trauma and the potential 
paths for healing. 


|_| Recognizing the signs and symptoms of trauma in staff, 
recipients, and others within the system. 


|| Responding by fully integrating knowledge about trauma into 
policies, procedures, practices, and settings. 


NASMHPD 


TYPICAL TRAUMA RELATED 
SYMPTOMS 


Dissociation Numbness 
Flashbacks Depression 
Nightmares Substance abuse 
Hyper-vigilance Self-injury 
Terror Eating problems 
Anxiety Poor judgment 
Pejorative auditory Aggression 


hallucinations 


Difficulty w/problem 
solving 


HOW THOSE BEHAVIORS ARE 
INTERPRETED BY OTHERS... 


Aggression in new situations or with new people. 

Power struggles and fear in the context of rule enforcement. 
Disengagement as a means of defense. 

Interpretation of safety enforcement as predatory. 


“Minor” events becoming catastrophic reactions. 


WHAT IS ACTUALLY HAPPENING... 


_] Many people have primarily experienced abusive and 
neglectful relationships 

_) Extreme behaviors within relationships can be seen as 
defensive or self-protective 

_) Traumatized people respond to their trauma history in 
the present. They are not able to discern that the 
context has changed 

_] This behavior must be seen as an attempt to master 
extremely difficult environments 

_] In this way, those who have been traumatized are “doing 
the best they can” 


OUR GOAL BECOMES 


Creating a trauma informed setting using individualized, 
strength-based interventions to avoid conflict and violence, 
ensure Safety, meet needs, and to minimize any traumatic 
event that could hurt recipients or staff. 


ANTECEDENTS: BEHAVIORAL 
WARNING SIGNS 


Change in usual behavior Teasing others 

Raising one’s voice Rocking 

Staring Pacing 

Extreme quietness Physical Signs 
Argumentative Tightness in the chest 
Mumbling Increase in heart rate 
Restlessness Change in breathing pattern 


COMMON STAFF RESPONSE TO 
ANTECEDENTS THAT MAY OCCUR 


Acting out of fear/anger 

Reacting too hastily or being judgmental 
Placing blame 

Frustration/Anxiety 


Disregarding the recipient 


STUMBLING BLOCKS: Why we have a 
non-therapeutic response to behavior 


| | Failure to accept anger as an expression of a normal and 
healthy emotion 


| | Expectation of aggression as a self-fulfilling prophecy 

| | An unrealistic expectation for those we serve, oneself, or 
job 

| | Task orientation to the job 

|_| Job dissatisfaction 


|_| Failure to recognize the impact of trauma 


PMCS: THE 4 STEP PROCESS 


1. Assessment 

2. Interaction/Intervention 
3. Documentation 

4. Follow up 


STEP 1 - ASSESSMENT 


Initial 
On - Going 


Individual Crisis Prevention Plan (ICPP) 


INDIVIDUAL CRISIS PREVENTION 
PLAN 


(SHOULD CONTAIN AT LEAST THESE THREE COMPONENTS) 


|| Triggers - Something that sets off an action 
_]Early Warning Signs - A signal of distress 


| |Coping Strategies — Those things that help a person self- 
regulate 


x “The plans should encourage creativity and should be 
individualized to each patient's needs, linked to an 


, é ) any 
personal history of trauma, and tailored to environmental 
resources.” 


INDIVIDUAL CRISIS PREVENTION 
PLAN , continueb 


(| Triggers 
What upsets you, angers you, or makes you feel unsafe? 
Ask things like: 
Are your triggers internal or external? 
What make you feel hurt or uncomfortable? 
Is there a time of day that is difficult? 


Are there any sights, sounds, or smells that are 
disturbing to you? 


Remember the Universal Trigger: Enforcement of rules when in 
crisis 


INDIVIDUAL CRISIS PREVENTION 
PLAN, continuep 


Warning Signs — Ask about: 
Behaviors; are they seen or felt ? 
What might you or others notice if you are losing 
control ? 
Cues; what will | see or hear ? 


Are you able to communicate your feelings before and 
during the crisis ? 


INDIVIDUAL CRISIS PREVENTION 
PLAN, continuep 


Coping Strategies — Ask: 
What helps, What does not help? 
Do you need movement, sound, or quiet to calm? 
How can staff help? 


Who would you like to talk to? 


INDIVIDUAL CRISIS PREVENTION 
PLAN, continuep 


What is recipient preference for: 
Medication 
By mouth or injection 
Seclusion or Restraint 
Male or female to talk with 


Particular person to talk with 


PMCS PROCESS, STEP 2 


INTERACTION INTERVENTION 
Before the Crisis, build During escalation of 
the relationship the crisis 


Finding the teachable 
Teaching new skills moment after the crisis 


After the Crisis, 
reinforce/ rebuild the 
relationship 


DAY TO DAY INTERACTION 


What it is: 


Getting to know the recipient, letting them learn 
about you as a role model. Looking for opportunities to 
practice coping strategies and encouraging their use 
through positive feedback and support. 


DAY TO DAY INTERACTION 


Staff Response: 
Develop a therapeutic relationship 
Involve the recipient in activities 
Become aware of the ICPP for each recipient 
Develop a partnership in hope and recovery 
Respond appropriately to requests for services 


Learn about their history, including trauma 


Stages of Behavior/Intervention 


EARLY MIDDLE LATE 


Limited effective 
Fewer effective options options 
More skill required Great skill and effort 
More rapport required 
Great rapport 


Many effective 


options 
Some skill 
Some rapport 


EARLY STAGE BEHAVIOR 


What you observe: 
Recipient is displaying known low level warning signs 


Examples: ANY change in usual behavior, quietly talking to 
self, anxious, pacing, rocking, etc. 


Subtle in nature, can be easily missed 


EARLY STAGE INTERVENTION 


Expectation of staff: 

_} Recognize the behavior displayed for what it is 

_) Alert staff in the area to the change 

_} Provide an environment that encourages communication 
_} Be supportive and empathetic 


_} Say something like; “I noticed you seem anxious, let’s 
talk.” Focus on the person, not the behavior! 


EARLY STAGE INTERVENTION, 


CONTINUED 


_} Provide an opportunity for privacy 


_) Offer clear choices from the ICPP 
_) Continue to assess and choose interventions from the 


continuum 


Continuum of Interventions 


> Non-verbal/Verbal 


. > ICPP Choices . 
Preventive Physical 


> Awareness 


> Defensive 
> Restructure > Restraints 


Environment 


Most 


Restrictive 


Least 


> Suggest Alternative 
Activities 


Restrictive 


> Active Programming 


Adjunct 
> Medication 
> Time away 


> Comfort Items 


MIDDLE STAGE BEHAVIOR 


What you Observe: 


Threatening tone and behaviors, an increase in body or 
extremity movement. Disruptive or destructive behaviors. 
May refuse offered interventions. May be pleading or 
demanding if not recognized. 


Difficult to miss due to body language and tone of the 
recipient. 


MIDDLE STAGE INTERVENTION 


Expectation of staff: 

LJ Initiate an immediate intervention 
_] Notify/Involve treatment team 

_) Coordinate actions with staff 

_} Supportive Stance 

_) Offer a change in environment 


_} Provide choices in a non-judgmental manner 


MIDDLE STAGE INTERVENTION, 


CONTINUED 


_] Offer options from the ICPP 

_} Keep other recipients safe 

_] Continue to assess and offer choices from the continuum 
_] Be prepared for further escalation 

_} Pay attention to pleading or demanding statements 


_] If escalation continues activate the emergency response 


LATE STAGE BEHAVIOR 


What you observe: 


Aggressive behaviors are evident. May be threatening 
bodily harm to self or others. May threaten to use a weapon 
or other violent actions. Safety concern is elevated. 


Imminent Danger may occur only in this stage. 


LATE STAGE INTERVENTION 


Expectation of staff: 


|] Ensure a Team Response 

|_| Supportive Stance 

| | Offer space 

|| Proactive Management of Interventions 

|_|] Continue to assess and choose interventions from the continuum 
|_| Consider a physical intervention if justified 

|] Coordinate team response 


| Restraint or Seclusion if justified 


Continuum of Interventions 


Calming 


> Non-verbal/Verbal 
> ICPP Choices 


Preventive 
> Awareness 


> Restructure 
Environment 


Least 


Most 


Restrictive 


> Suggest Alternative 


se ate Restrictive 
Activities 


> Active Programming 


Adjunct 

> Medication 
> Time away 

> Comfort Items 


Physical 
> Defensive 
> Restraints 


NONVERBAL INTERVENTIONS 


_) Selective Focus _) Limitation of audience or 
stimuli 

_} Eye Contact I Time Out 

2 Proximity _] Body Language and 
Posture 


_) Touch 


VERBAL INTERVENTIONS 


_} Ventilation _} One to One 
_} Distraction _J Exploration of Potential 
Consequences 


_) Redirection 
_} Dislocation of Expectations 
_} Reassurance 


_] Understanding / Active | Fogging 
Listening LJ Clarifying the Emotional 
Status 


_} Modeling 


PROACTIVE MANAGEMENT 


LL} Emotional self- _} Therapeutic alternatives 
a seeament LJ Communication 

_J Communication techniques 

LI Choice _} Trauma sensitive 


_) Environment 
_} Physical needs 


_) Interaction 


PROGRESSION AND JUSTIFICATION 
OF PHYSICAL INTERVENTIONS 


LI Recognition L) Initiating the Manual 

O) Team Alert Restraint 

rf intervention LJ Continuation of Calming 
Techniques 


_} Proactive Management i Beleace 


_] Team Roles and Rules ed Documentation 


_} Consideration/Choice of 
a physical intervention 


SECLUSION AND RESTRAINT 


For behavioral management purposes, seclusion and restraint 
are interventions to be used only as a measure of last resort to 
avoid imminent injury to the patient or others. 


PRINCIPLES OF SECLUSION 
AND RESTRAINT 


|_| Health and safety are the primary concerns 


_| Against policy to restrain in a face down position 


|_| The need for medical attention supersedes the use of 
seclusion or restraint 


|_| Never used as punishment or for staff convenience 
|_| Least restrictive intervention must be used 


|_| Facilities must work to make use of seclusion and restraint 
a rare occurrence 


|_| Facilities must have a plan to become violence and 
coercion free 


PRINCIPLES OF SECLUSION 
AND RESTRAINT. (cont’p) 


_} No objects on or over a recipient’s face during restraint 
_} No simultaneous use of seclusion and restraint 


_} Release criteria is achievement of a specific behavioral 
objective 


_) Staff must demonstrate competence in use 


POSITIONAL ASPHYXIA 


|_| Positional: A body position that interferes with breathing 
|_| Asphyxia: Insufficient intake of oxygen 


|] As a consequence of restraint, respiration is compromised 
causing insufficient oxygen in the blood to meet the 
body’s needs or demands which then results in a 
disturbed heart rhythm. 


|] Person will struggle more violently before being rendered 
unconscious 


_|] Can occur in any position that compromises breathing 


Source: Protection & Advocacy, Inc. 


MECHANISM OF RESPIRATION 


Effective respiration depends upon a combination 
of three critical elements: 


° Open airway 
ce Adequate exchange of oxygen and carbon dioxide 
between the lungs and the circulation system 


© A functional muscular pump system to achieve air flow in 
and out of the lungs 


Source: Restraint Asphyxia (Miller, 2001) 


MECHANISM OF RESPIRATION 


When standing or sitting upright, a healthy person uses 
both the intercostal muscles and the diaphragm 
(muscular pump system) to breathe. However, when a 
healthy person is lying down on their back (supine) or 
lying down on their front (prone), breathing is normally 
accomplished only by diaphragm movement. 


Source: Restraint Asphyxia (Miller, 2001) 


RISK FACTORS FOR 
POSITIONAL ASPHYXIA 


|_| Position during restraint, particularly face or chest down 
|_| Obesity 

|_| Prolonged struggle or physical exertion 

|| Drugs and/or alcohol intoxication 

|_| Respiratory syndromes, including asthma and bronchitis 
|_| Pre-existing heart disease including an enlarged heart 


Source: Protection & Advocacy, Inc. 


HOW TO PREVENT 


|_| NO Face Down (Prone) Restraint 


|_| Recipient must be immediately repositioned if in a chest 
down position. 


|_| For patients held in manual restraint, a separate staff 
member not involved in the manual restraint shall 
carefully observe the patient’s physical status including 
respiration, skin color and complaints of pain or physical 
discomfort. 


Source: PC-701 


REVIEWING THE USE OF 
SECLUSION AND RESTRAINT 


The following must occur: 


© Patient Evaluation 
° Post Acute Event 
° Formal Debriefing 


TEAM REVIEW OF PERFORMANCE 


L) When was the crisis recognized ? 

_} What was used for de-escalation ? 

_] Was the person with the best rapport involved ? 

LL} What worked and what did not ? 

_} What were the contributory factors and were they controllable ? 


LJ Did all team members know their role and respond accordingly ? 


TEAM REVIEW OF PERFORMANCE 
(CONTINUED) 


_} What was the emotional impact on involved staff ? 


_] Did co-workers recognize the need to relieve emotionally charged 
Staff ? 


_} Were there sensitivity or cultural issues involved ? 


_}) What was learned ? 


DOCUMENTATION 


_} Should take place as soon as possible while the event is 
fresh 


_} Be thorough and specific as to who, what, where, and 
when 


_] Describe the progression of recipient behavior 
_} Describe the specifics of staff interventions 


LI Provide justification for the seclusion or restraint 


Individual Review of 
Performance 


_] Do you practice the Approaches to PMCS ? 
_I Do you provide a Therapeutic Milieu ? 


_] Do you respond with trauma sensitivity ? 


_} Have you contributed to changing the culture ? 


RECIPIENT PERSPECTIVE 


When appropriate, persons who have experienced seclusion 
and restraint as patients shall be included as providers of 
training. If such persons are not available as trainers, the 
viewpoints of persons who have experienced seclusion or 
restraint shall be presented using written or audiovisual 
material, as available. PC -701 


RECIPIENT PERSPECTIVE, 
CONT'D 


|| From the Office of Consumer Affairs: It is recommended 
that a staff member with a good rapport with the 
recipient meet with the person about 2 days after the 
incident to talk. 


|_| The conversation should focus on: 


© Apologize for the incident. Say something like “ | feel really bad 
this happened to you. What can we do different if it happens 
again?” 

©) Focus on the recipient gaining internal control vs. external control. 
Add to the calming plan. 


SAFE AND SUPPORTIVE 
STANCE 


1. Move to safest shoulder side for you 
2. Slide one foot back 

3. Legs slightly bent at the knees 

4 


Feet18 inches apart, back foot in a 10:00 or 2:00 
position, front foot at 12:00 position 


5. Hands above the belt line 


Note: Pivot step is accomplished by moving the front foot 
back to a 10:00 or 2:00 o’clock position. The pivot step 
can also move your shoulder to a different bladed 
position. 


STEP / SLIDE 


1. Safe and supportive stance 
2. Back foot takes a back step 


3. Front foot slides towards back foot maintaining distance 
between feet for stability. 


4. Continue steps 2 and 3 until a safe distance away 


Note: Used when distance is necessary from an aggressive 
situation 


STAFF ASSISTANCE 


It may be helpful for a second staff member 
to assist by using one hand to shield 
themselves from being struck by the 
person's arm, and their other hand to cover 
the person’s eyes. 


BLOCKING PUNCHES 


1. Stance, bend your elbows and form an inverted “V” 
close to your face. Cup your hands, align your thumbs, 
and your palm should face the person. Do not block your 
vision. 


2. Lower yourself by bending your knees and prepare to 
step/slide. 


3. Block the blows with your arm on the same side as the 
blow is coming and do not move arms into the blows as 
you step/slide/ away keeping your body low. 


4. End ina supportive stance. 


SLIP PUNCH DEFLECTION 


1. Stance, avoid the punch by side stepping and shifting 
your weight as you move your foot to the side. Which 
side depends upon the direction of the punch. 


2. Deflect the punch with an open hand in the direction of 
the momentum of the person’s punch; if it is a right 
punch, deflect with your right hand and if it is a left 
punch, deflect with your left hand. 


Protect your face with your opposite hand 


End in a supportive stance 


KICK PROTECTION 


1. Stance, quickly flex the knee closest to the person to 
absorb the impact. 


2. Move out of the way to re-establish a safe and 
Supportive stance 


ONE HAND GRASP RELEASE 


1. Stance, make a fist and look for the gate. In one quick 
movement rotate your thumb towards the person’s 
thumb as you shift your weight forward and then 
backward as you pull the narrow side of your wrist 
thru the gate. 


2. Step back into a safe and supportive stance 


Note: The gate is the space between the person’s thumb 
and forefinger. The gate may be different depending 
upon how your wrist has been grabbed. 


TWO HAND GRASP RELEASE 


1. Stance, Make a fist and rotate your wrist so the thumb is 


facing up and grasp your fist with your free hand coming 
over the top. 


2. As you shift your weight from the front leg to the back 
bring your arm up between the person’s arms towards 
your shoulder and clear your face as you do so. 


3. End ina safe and supportive stance. 


FRONT HAIR PULL RELEASE 


1. Stance, quickly stabilize the person’s fist to your head by placing 
one hand directly over their fist and your other hand on top and 
apply downward pressure to their fist. Do not lace fingers. 


2. Bring your elbows in to protect your face and lean forward just 
enough to put a bend in their elbow and keep a low center of 
AE You can remain in this position if unable to release their 

and and yell for help. 


3. Take your top hand off of their fist and place the “V” space 
between your thumb and forefinger directly on their wrist joint, 
this becomes your fulcrum. 


4. Push up on the wrist with your fulcrum while apne continued 
downward pressure on the fist on your head wnile you lower 
your body and step back sweeping the person’s hand downward 
and away from you. 


BACK HAIR RELEASE (SHORT) 


1. Stance, quickly stabilize the person’s fist by interlacing your fingers and 
placing them on top of the fist and apply downward pressure and place 
your thumbs under the person’s wrist joint creating a fulcrum. 


2. Maintain your supportive stance as you bend sharply forward at the 
waist. You can remain in this position if necessary. 


3. | Using your thumbs as a fulcrum push up on the person’s wrist and 
continue the downward pressure on the person’s fist as you step 
backward to the side of the hand pulling your hair. 


4. The release occurs when your head aligns with their hip. Your body 
continues to step back and you continue to slide their hand forward. 
Release their hand and wrist. 


5. Endina safe and supportive stance. 


BACK HAIR PULL 
RELEASE/PROTECTION (LONG HAIR) 


1. Stance, Quickly grab your own hair with both hands as close to your 
scalp as possible stabilizing your neck using your arms and elbows 
leaning slightly forward, pretend you are putting your hair ina 
ponytail and tuck your chin. 


2. As you take a step forward quickly bend forward at the waist still 
holding your hair against your scalp and yell for help. 


3. If they release, turn and end in a safe and supportive stance. 


If they do not release, stay in the bent over position protecting your 
neck and head, continue to yell. 


5. Ifthe person attempts to pull you simply move with them 
maintaining your protective position and keeping them behind you. 


FRONT CHOKE DEFLECTION 


1. Stance, avoid the choke by side stepping and shifting 
your weight as you do. 


2. Deflect the person’s hands away to either side with open 
hands. 


3. Endina safe and supportive stance. 


FRONT CHOKE RELEASE WITH 
A PERSONS ARMS STRAIGHT 


1. Stance, your initial reaction should be chin down and 
shoulders up to assist you in protecting your airway. 


2. Grasp the person’s wrists and in one quick movement push up 
on one wrist and pull down on the other. This results in a 
circular motion and you will need to release your chin and 
shoulders to assist you. 


3. Step back as you crisscross the person’s arms bringing them 
down towards their knees. Release their wrists and step back 
using a step/slide. 


4. Endina safe and supportive stance 


FRONT CHOKE RELEASE WITH A 
PERSONS ARMS BENT (When backed into a corner, 


object, or wall) 


1. Stance, your initial reaction should be chin down and 
shoulders up to protect your airway. Bring one arm up 
through the person’s arms and place your hand directly on 
top of their opposite elbow joint. 


2. Place your free hand directly on top of your hand at the 
elbow joint, this becomes your fulcrum. 


3. Pull down on the person’s arm and raise the elbow of your 
hand that is directly on their elbow joint, disengage the choke 
and escape out that side. 


4. Endinasafe and supportive stance. 


Caution: This technique is NEVER used on a person’s straight 
arm as it may cause the arm to break 


Front Choke Release with Arms Bent, 
When Needed To Extend Fulcrum 


At Step 3 from the previous intervention you may need to extend your 
fulcrum, as follows: 


1. Your top hand on the recipient’s elbow joint will now 
grasp your wrist the wrist of the hand that is directly on 
their elbow joint. 


2. Place your forearm of the hand that grasped your wrist 
directly on the elbow joint now. 


3. Pull down on the person’s arm with your forearm and 
raise your opposite elbow disengaging the choke, escape 
out that side. 


BACK CHOKE RELEASE 


1. Stance, Your initial response should be chin down and 
shoulders up to protect your airway and establish a firm 
supportive stance. 


2. Raise a forearm bringing your closed hand to your ear level 
and keep in position. 


3. Take a step and as you do spin your entire body in the 
direction of your raised hand. 


4. Your forearm must make contact with the person’s forearm to 
release the choke and you then step away. 


5. Endinasafe and supportive stance. 


HEADLOCK/AIRWAY PROTECTION 


1. Stance, your initial reaction should be chin down and shoulders 
up to protect your airway. 


2. Pull down quickly and firmly on the person’s wrist and forearm 
with your hands and turn your chin into the space you created in 
their elbow joint. 


3. Widen your safe and supportive stance and lower your body by 
bending your knees. 


4. Push your buttocks straight back into their mid-section causing 
them to lean forward. This should compromise their balance and 
lessen their ability to put pressure on you. 


5. Maintain your airway and yell for help. 


HUG/KISS/BITE PROTECTION 


1. Stance, straighten your arms and lock your elbows as you place your 
hands slightly below the person’s collar bone on each side of the chest 
so your fingers are touching their collar bone, not your palm. 


2. Lengthen your stance and bend both your knees, body position is key to 
making this effective, your body is the shock absorber, not your arms. 


3. If the person gets closer or you tire, bend your arms at the elbow and 
keep your forearms flat and together on the person’s chest making a 
“VY” with your hands. 


4. Donot push up but rather use your forearms as a barrier making sure 
your thumbs are kept away from the person’s mouth. 


Note: If against the wall turn your body into a supportive stance 


Caution: Do not put pressure on the person’s head, collarbone, or soft 
tissue of the neck. 


BITE RELEASE 


1. DO NOT PULL AWAY FROM THE BITE 


2. Push the area being bitten against the person’s mouth using 
just enough pressure to seal the area. 


Gently close off the person’s nostrils. 


4.  \f the person opens their mouth to breathe, pull the bitten 
area away. 


5. When a second staff member arrives they can assist by using 
one hand to shield themselves from being struck by the 
person’s arm and the other hand to cover the person’s eyes. 


6. Move away from the person and into a safe and supportive 
stance 


MANUAL RESTRAINT 


Definition: Involuntary holding or pinning of an individual to 
restrict movement of the head, arms, or body. 


Source: PC - 701 


STANDING WRAP 


1. Stance, Get yourself into a position about 45 degrees on one side of the person in a 
position just out of striking range. 


rz Upon approach your last step must land alongside the person’s foot. Caution: Care should 
be taken to ensure the person’s nearest arm to you does not get trapped as you grasp 
them around their shoulders. It may be necessary to deflect the person’s nearest arm to 
the front of their body. 


3: From the side cinch their shoulders and keep your knees bent. 

4. Slide your hand down the outside of the person’s arms grasping their wrist as you move 
around behind them and then grasp the opposite wrist. 

by Crisscross the person’s arms and pull downward so the hands are at hip level. 

6. Be sure to keep your head to one side and get into a crouched position with your feet ina 


supportive stance. 
7. Your inside foot should be between the person’s feet and your knee bent and placed in the 


back of the person’s knee. Use that leg to prevent being kicked by that leg. If they kick with 
the other leg simply pivot around forcing the person to put the leg down to regain balance. 


ONE PERSON REMOVAL 


1. While the person is in the standing wrap check to see if you 
have a clear path behind you. 


2. Maintain a firm grasp on the wrists. 


3. Step back with your outside leg (the one not in the knee joint 
of the person). 


4. Slide the other leg back as you pull the person towards you. 
5.  Step....slide and pull....step....slide and pull. 


6. Look behind you periodically and maintain a supportive 
stance for balance. 


TWO PERSON REMOVAL 


1. | Two staff approach the person from opposite sides in a safe and 
supportive stance alternately closing the distance. 


One staff attracts the person’s attention. 


The other (first) staff makes initial contact by grasping the person’s 
outside wrist with their outside hand. The second staff will begin 
moving when the first staff does and Aaa the opposite wrist. Your 
inside hand slips under the person’s shoulder. 


4. Both staff lock hips with the person (gluteal to gluteal) and lean 
forward. Make sure your inside foot Is in the vicinity outside of the 
person’s heel. 


5. Hold the person’s arm across your body firmly holding the wrist against 
your outside hip (like a seatbelt). 


6. Both staff will step forward with your inside foot first and the back foot 
will slide forward. Maintain hip to hip contact with the person for each 
step you both take. 


TWO PERSON TAKE DOWN 


1. Begin with steps 1-5 of the 2 Person Removal 
2. Step forward with the outside foot first at the same time. 


3. Bend down on your inside knee, the person’s buttocks will reach the 
floor and at that time your inside hand rotates to the front of the 
person’s shoulder. 


4. Both your knees are on the floor now at the person’s waist and lock 
hips with the other staff at the center line of the person. Secure the 
person’s shoulder and wrist to the floor, keeping your arm straight 
on the shoulder. The straight arm prevents the person’s shoulder 
from rising, do not put your weight on it and press, simply keep a 
straight arm. 


TWO PERSON TAKEDOWN, 
ADDING A 3"? 


1. If needed, a third staff should grasp the person’s legs in a full circle 
above the knee joint. This staff’s head should be facing the person. 
Caution must be used to prevent being kicked and to not hyper- 
extend the person’s knees. 


2. Once the third staff announces they have the legs secure the other 
two staff rotate the person’s arm, palm- side up, and bend the 
person’s arm toward their head. 


3. The two staff then move upward and place their inside knee in the 
person’s armpit, and the other knee near the person’s wrist locking 
the person’s arm between their knees 


4. Both staff secure the shoulder with one hand and the wrist with the 
other. Their elbows should be locked. Pressure should not be 
applied to the person’s joints but rather the staff’s upper body 
prevents the person from rising upward. 


KCHC 
BEHAVIORAL HEALTH DEPARTMENT 


PERSONAL SAFETY AND SUPPORT PLAN 


PATIENT LABEL 


Our mission at KCHC is to provide the highest quality care while treating patients with respect, integrity and compassion. Please talk to the staff . . = 
so that we can give you support and help you to handle any uncomfortable feelings you are experiencing. If an emergency does happen, our , 
philosophy is to use non-physical crisis intervention techniques, which may include medication, whenever possible. Although the staff works very - 
closely with patients to handle emergencies, in unusual situations it may become necessary to physically restrain a patient for a brief period of 

time. This is done so that the patient does not hurt themselves or others. If you need to be restrained, the staff can notify your family if you would 

like them to be contacted. 


1. During your course of treatment we try to identify and avoid things that cause agitation, fear or panic. Tell us what kinds of things 
may set off actions that may lead to you getting upset. 


Examples may be: 
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Place white copy in chart and give yellow copy to the patient 


OBeing given time OTime of OBeing told no C Finger pointing OSeeing person 
limits year(birthday/anniver OCertain people CNot having control being restrained 
- Being ae ODarkness Cot being able to DEMemgenees On 
disrespectful OBeing ignored DFamily members smoke the unit . 
OoBeing told what to a Being teased or OTime limits C0 Time of the month OThunder/Lightenihg 
do picked on ; . Other 
Being restrained OMen O Women peekd he twat a. 
Cc Men Tone of voice GWomen tone of Ey fpoten 
0 Loud Noises or OMuscular guys yee O Time of day 
voices OBeing touched ' 
2. Do you know of anything that you go through that can let us know you are getting upset? 
Examples may be: 
oSweating a Being rude oClenching teeth o Laughing oWringing hands 
oLoud voice co Hurting myself oCrying loudly/giddy 0 Rocking 
p Can't sit still oRacing heart oTalking to my self oRed faced o Eating more 
oDamaging/throwing oSleeping less nAvoiding people oBouncing legs oOther__ 
things aPacing oClenching fists o Eating less 
oBreathing hard a Not able to care for oSwearing oSinging 
oSleeping a lot self oSquatting inappropriately 
3. What are some things that might help you calm down when you start to get upset? 
Examples may be: 
OiBoard games OMusic - listening or ORelaxation OTearing paper Aromatherapy 
OCard games playing techniques DTime alone OVisit with 
OComputer Making a phone OScreaming and OVideo games family/friends 
OCrafts activities mn ; : yelling OWatching television Porch 
; OiPacing or walking MShower or bath ; : clOther 
OCrying fe : OWrapping up in — 
ODrawing lca basketball OSilly Putty weighted blanket 
DExercising GPunching a pillow OStress ae Writing stories, 
ruses OReading 7 OStuffed animats letters about feeling 
religious/spiritual DTalking with DRocking chair 
OLego blocks writings or others someone UCup of coffee/Tea 
Primary nurse : Date/Time 
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[ POLICY STATEMENT: 


It is the policy of Kings County Hospital Center (KCHC) Behavioral Health Services (BHS) 
that all recipients of care (ROC), family members, visitors and staff be provided with a safe 
and humane therapeutic environment and be protected from harm. BHS will implement 
best practices with the aim of properly assessing, managing and treating potential or actual 
violence within the hospital setting. The Psychiatric Emergency Response Team will 
provide crisis intervention to any ROC in the Comprehensive Psychiatric Emergency 
Program {CPEP): Emergency Room (ER) & Extended Observation Unit (EOU) Psychiatry 
Inpatient Services (PIS) and Psychiatry Outpatient Services (POS). 


It. PURPOSE: 


To establish guidelines for the recognition, prevention, management and treatment of 
potential or actual violence 


tt. SCOPE: 
This policy applies to all ROC in the CPEP: ER & EOU, PIS and POS. 
IV. DEFINITIONS: 
Code White and Code Orange Protocols are structured behavioral health emergency 


responses implemented by interdisciplinary treatment team members in assisting a ROC 
to de-escalate and in protecting the ROC and others from harm. 


All team members assigned to each unit are expected to participate in any psychiatric 
emergency. 


Required Team Members are attending psychiatrist or designee, ADN/Manager or 
Supervisors, BHA CM, identified BHA's, other staff as directed. 
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CATEGORY: TREATMENT 


| SUBJECT: PSYCHIATRIC EMERGENCY PROCEDURE | 


V. RESPONSIBILITY: 


All interdisciplinary team members are responsible for the implementation of this policy. 


Vi. PROCEDURE: 


A. Code Orange — Highest level of psychiatric emergency response, by the team, when 
imminent danger to self and others is identified 


e Code Orange is called using the yellow color coded button on each unit. 

e A Code Orange triggers a structured response from all Behavioral Health staff 
including the Behavioral Health Associates (BHA) team. All team members are 
expected to respond within 5 minutes. 

e Acode can be called by any behavioral health staff member involved in the de- 
escalation of a patient. 

e The Nurse-in-charge is the designated team leader until the supervising ADN 
arrives to the area. 

e The supervising ADN and/or Coordinating Manager (CM) BHA is responsible for 
overseeing compliance with the Code Orange protocol. 

e The psychiatrist may also oversee the code compliance upon arrival on the 
unit. 

e The attending psychiatrist will determine the need for psycho-pharmacologic 
interventions through face to face assessment during the Code Orange. 

e After each Code Orange, staff members will meet for a mandatory debriefing to 
reflect objectively, on the triggers, behavioral patterns, the appropriateness of 
de-escalation measures implemented and critique their own participation and 
compliance with the Code Orange protocol. Feedback will be provided to the 
staff about their interventions and participation. The Assistant Director of 
Nursing (ADN) and/or CM BHA will conduct the staff debriefing. . 

e Debriefing will also be done with the ROC involved in the Code Orange to 
assess recipient's view of the triggers and the de-escalation measures to 
assist in prevention of further occurrences. 

e The patient debriefing is documented in the Electronic Medical Record (EMR). 

e The psychiatrist in charge of the Code Orange must write a progress note, 
within one (1) hour of the event in the EMR. Nursing documentation will be 
completed detailing all interventions as per policy. 


e If there was any physical contact during the incident all involved recipients of 
care and/or staff will be evaluated by a medical provider and medical work up 
will be ordered as indicated. 
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e Multiple restrictive interventions (including stat medication administration) will 
trigger clinical review as per policy 


B. Code White —a minimal level of psychiatric emergency response by the team when 
additional support is needed to assist the unit. 


e Code White can be activated by calling 718-245-7243. Staff should enter 
number 1009. Each unit must enter the code assigned to their unit, followed by 
the pound sign (#). All beepers will activate simultaneously. The CM and 
assigned BHA's respond. (See Attachment B) 


e Some examples for a Code White: 
1. Medication administration when ROC refuses to comply with court ordered 
medication 


2. Assistance to the Unit team in verbal De-escalation, whenever necessary 
and requested by nurse in charge or attending psychiatrist. 


3. Contraband Search 
C. COMMUNICATIONS 
In order to ensure that pertinent information about BH emergency is communicated across 
all disciplines and for all shifts/ tours for all ROC admitted/ transferred to 
CPEP/EOU/PIS/POS the following lines of communication will be followed: 


e At every change of shift across all tours/ shifts the various disciplines will give 
verbal report on all ROC requiring a Code White or Orange. 


e At every CPEP: ER & EOU Huddle ROC will be discussed with priority. 


e At Morning Rounds in the Inpatient Unit, ROC requiring a Code White or 
Orange will be discussed with priority. Any incidents of violence will trigger a 
clinical review as per policy. 


e On admission to the Inpatient Unit, ROC requiring a Code White or Orange will 
be discussed via telephonic SBAR between MDs and between nurses. SBAR 
will be documented in the EMR as well. 
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e Upon discharge from the Inpatient Unit, the effective risk reduction strategies 
from the PSSP that were utilized by the recipient of care will be identified in the 
discharge summary. 


D. TREATMENT PLANNING 


e Violence risk and planning of appropriate interventions must be addressed in the 
Initial Treatment Plan for ROC with HIGH risk of violence within the first twenty-four 
(24) hours of admission to the CPEP: EOU or the Inpatient Unit. 


All patients will complete a PSSP within 72 hours of admission to inpatient 
service and 24 hours to EOU to identify individualized triggers and coping 
skills. 

Integration in the treatment plan of psychopharnacological and 
psychosocial interventions targeting the underlying psychiatric condition, 
with interventions facilitating short term better self-management, will allow 
the ROC an opportunity to be an active participant in maintaining his/her 
Safety. 


Treatment planning in the Inpatient Unit should be based on in-depth 
understanding of the individual! circumstances of each client and address 
long term issues contributing to the risk of violence. 


All recipients of care requiring more than two Code White or Code Orange 
will be considered for an Individual Behavior Plan (IBP).The unit 
psychologist will assist the treatment team in the development and 
implementation of the IBP and the monitoring of the recipient's progress. 


The following intervention strategies can be used to address risk of 
violence: 

o Recipients of care in crisis must be treated with an appropriate 
and timely response. 

o De-escalation is always a priority and preferred outcome. 

o Managing a potential/actual aggressive and/or violent event 
requires immediate intervention on the part of the interdisciplinary 
team. 

o ROC self-selected calming measures from the PSSP will be 
prioritized as much as clinically appropriate and practicable and 
verbal de-escalation techniques will be used before any other 
intervention(s). 
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o All staff should be able to exhibit patience, empathy, active listening and 
problem solving skills in an effort to establish rapport with ROC in crisis. 

o Verbal de-escalation should be continued even when other interventions 
are indicated. 

o Treatment Team assigns Crisis Management Intervention roles to Unit 
Staff members on a shift by shift basis so they can be activated in times 
of crisis. 

o Available staff will manage and protect other ROC and move them from 
the area of crisis. 

o Whenever possible, sensory modulation techniques will be considered 
as one of the de-escalation techniques. 

o If the all other measures have failed staff should initiate Code Orange 
protocol. 


E. DOCUMENTATION 


e All staff involved in Code White or Code Orange will maintain detailed 
documentation in the EMR of their observations, assessments, and 
interventions. 


e Treatment planning must incorporate individualized PSSP triggers and coping skills 
for all ROC and list the interventions planned, both for managing the acute risk and 
addressing the long term issues. 
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Critical Elements 


Date 
Met 


Remains 
Unmet 


Comments / Action 


Al 


In order to minimize the use of restraint, ALL direct care staff 


as well as any other staff involved in the use of restraint must 
attend annual training in PMCS and demonstrate an 
understanding of. 


1 | The underlying causes of threatening or agitated behavior in 
the individuals they serve. 

2 | The reasons individuals may exhibit aggressive or threatening 
behavior related to a medical condition. 

3 | How staff’s own behaviors can affect behaviors of the 
individuals they serve. 

4 | The use of de-escalation techniques, sensory modulation, 
personal coping skills, and medication. 

5 | How to recognize signs of distress in individuals who are being 
restrained. 

6 | Staff can state how “Trauma Informed Care” impacts on 


whether a patient should be placed in restraint and how it may 
affect patients, 


All staff are competent in the initiation and discontinuation of 


restraint, staff can verbalize the following key points. 


Only a Licensed Independent Practitioner or a Nurse can 
initiate restraint after a “face-to-face” assessment. 


Restraint must be used after less restrictive measures have 
been considered and determined ineffective or inappropriate. 


3a 


A licensed independent practitioner must access face to face a 
patient within 30 minutes of RN, Nurse Practitioner, or 
Physician’s Assistant initiated restraint. 


3b 


An RN or Nurse Practitioner may implement restraints for up 
to 30 minutes if the patient is in immediate danger to self or 
others and a licensed independent practitioner is not 
immediately available. 


Restraints must be discontinued as soon as the patient is no 
longer an imminent danger to self or others. 


Staff can state the maximum length of time a patient may 
remain in restraints. (max 1hrs for adults) (max % hr. CAPIS) 
(max 10 minutes for a manual hold) 


Demonstrate competence in the safe use of restraint in the 
supine position, physical holds, and the removal of restraints: 


4-Point Restraints 


1 | Staff can define the different types of restraint (1) Manual (2) 
Mechanical (3) Chemical Restraint. Staff can identify which are 
to be used or not. The circumstances for appropriate use. 

2 | Secures leg and wrist restraints to bed frame. 

3 | Places cuff around each ankle. 

4 | Places cuff around each wrist. 

5 | Secures all cuffs leaving “two finger” measure for circulation. 

6 | Staff can state why restraining patients face down is dangerous 
and never used. 

7 | Staff can state which patients would be medically at risk for 
restraint. 

»} Responsibilities of the Licensed Independent Practitioner 

1a | Medication review must occur prior to every restraint order 

and be documented in the patient’s medical record. 

1b | A review of all medical problems for possible contraindications 

to restraint or complication involved in using restraints 

2a | Patient’s medical and physical status 

2b | Clinical justification for restraint 

2c | Evidence of attempts to use other less restrictive interventions 

2d | Written modification to the patient’s plan of care. 

2e | The patient’s family is notified promptly of the initiation of 


restraint providing the patient has consent to such 
notification. 


| Staff and Patient Debriefing Processes 


1a | Staff Debriefing must occur immediately (not with manual 
hold) 

1b | Patient debriefing must be completed within 24 hours after 
restraint. 

1c | Modify the patient’s treatment plan as indicated. 


F| Discontinue of Restraint 


1a | An Rn may release a patient from restraint prior to the 
expiration of the order. 
1b | If the patient makes overt gestures which indicate threat or 


serious harm to self or others, the patient may be re- 
restrained but a new order is required. 


Reviewer’s Signature & Date 


Employee’s Signature & Date 
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I. POLICY STATEMENT: 
The use of restraints poses an inherent risk to the physical and psychological well 
being of the patient, caregiver/family and staff. Therefore, patients are provided with 
care and treatment, that such care and treatment is of high quality and effectiveness, and 
that the personal and civil rights of persons receiving care, treatment and rehabilitation are 
adequately protected. Staff will strive to reduce and eliminate its use through 
ongoing staff education and effective performance improvement activities. 


Kings County Hospital Center will also involve the patient’s family or significant 
others in decision making processes as much as possible at every stage of 
patient’s treatment. Restraints have the potential to produce serious 
consequences such as physical and psychological harm, loss of dignity, violation 
of individual rights, and even death, therefore restraints are used only in an 
emergency when there is an imminent risk of an individual physically harming self 
or others. Less restrictive interventions are the first choice unless safety issues 
demand an immediate physical response. 


Patients requiring restraint as part of their clinical care will be treated in 
accordance with all applicable state and federal laws, to ensure safety of the 
patient, protection of the patient’s rights and dignity, and the clinical efficacy of the 
patient. KCHC is committed to not employ seclusion at any time and to strive 
towards achieving a goal of no restraint usage in Behavioral Health Services 
and to decrease restraint use in the General Care units. 


In the Behavioral Health Services Comprehensive Psychiatric Emergency 
Program (CPEP) and Inpatient Psychiatry Services, Hospital Police perform 
only law enforcement duties and DO NOT participate in restraints of 
recipients in clinical situations. 


Il. PURPOSE: 
To provide appropriate guidelines for all hospital staff when utilizing physical 
restraints based on applicable laws, regulations and standards. 


Hl. SCOPE: 
Applies to all patient care areas where patients may be placed in restraints. 
When the reason for the use of restraint is for behavioral healthcare needs, the 
requirements and monitoring parameters defined as Behavioral Health Care, to 
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(CONTINUATION) 


include debriefing, are to be followed. “Behavioral Health Care Restraint 
Monitoring Form” (HHC 2303-Attachment B) is to be used for documentation of 
assessment, reassessments, vital signs and observations. 


When the use of restraint is for protection of therapeutic modalities, the General Care 
(Non-Behavioral Health Care) requirements for monitoring and documentation are to 
be followed using General Care restraint monitoring form (HHC 2292 — Attachment A). 


IV. DEFINITIONS: . 
Manual Restraint means the use of a manual or physical method to restrict a person’s 
freedom of movement or normal access to his or her body. The term “manual restraint” 
means and includes the term “physical restraint.” 


Mechanical Restraint-means an apparatus which restricts a patient's movement of the 
head, limbs, or body, and which the patient is unable to remove, provided, however, this 
term may also apply to an apparatus not normally used for this purpose, if the patient is 
not able to release the mechanism. 


Chemical Restraint is the use of a medication to control behavior or restrict an 
individual's freedom of movement and is not standard treatment or dosage for the 
patient’s medical or psychiatric condition. KCHC does not use chemical restraints. 


Exceptions: The following situations are not considered restraint under this 
policy: Orthopedic prescribed devices, surgical dressing or bandages, and 
protective helmets, as well as other methods that involve the physical holding of 
the patient for the purposes of conducting routine physical examinations or tests or 
to protect the patient from falling out of bed, or to allow the patient to participate in 
activities without the risk of physical harm (does not include physical escort). 
Examples of exceptions include: 

- Safety restraints for children (i.e. Cribs, high chair, strollers). 

- Medically indicated devices to stabilize a body part (i.e. back brace, 
splint) and/or commonly used devices that allow all extremities 
uninhibited movement. 

- Measures taken to protect the patient from falling out of bed (When all 
four side rails are raised — this is a Restraint). 

- Helmets 

- Forensic and correction restrictions used for security 

- Drugs prescribed according to clinical standards 

- Side rails raised on a stretcher when providers transfer patients, or side 
rails on beds when a patient is recovering from anesthesia, sedation, or 
on a therapeutic bed. 

- Mittens alone that are NOT used in combination with restraints 
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a. Licensed Independent Practitioner (LIP) includes individuals who are licensed 
in the State of New York to practice medicine and house staff under the 
supervision of an attending physician. 


For Behavioral Health, only a Physician may write a restraint order for patients in 
State Office of Mental Health licensed facilities (i.e. Behavioral Health). 


V. PROCEDURE: 
Restraints are for the management of violent or self-destructive behavior. Restraint are 
safety interventions which may be used for purposes of managing violent or self- 
destructive behavior only in emergency situations if such intervention is necessary to 
avoid imminent, serious injury to the patient or others, and less restrictive interventions 
have been utilized and determined to be ineffective, or in rare instances where the 
patient’s dangerousness is of such immediacy that less restrictive interventions cannot be 
safely employed. Such restraint shall only be used for the duration of the emergency. A 
threat to property shall not be considered an emergency situation. 
Staffing levels and assignments are developed to minimize circumstances that give 
rise to restraint use and maximize safety during the restraint process. 


Restraint must never be: 
e Imposed by staff as a means of coercion, discipline, or retaliation, as punishment, 
for staff convenience, or as a substitute for treatment programs. 


e Based on a patient’s restraint history or solely on a history of dangerous behavior. 
e Applied to patients in a prone (face down) position. 

e Used as part of a behavioral intervention or behavior management technique. 

° Used on a PRN (“as needed”) basis. 

Limitations: 


Patients at risk for harm from restraints must be assessed and monitored closely. 
These patients include but are not limited to patients who are obese, have serious 
respiratory or cardiac problems, have history of sexual or physical abuse, have 
serious physical disabilities, or are intoxicated. 


A) General Care (non-Psychiatric/Behavioral needs): 


Physical restraints may be used for the following indications when less restrictive 
means would not be effective in protecting the patient: 


e The patient is pulling at tubes, lines or dressings. 

e The patient’s actions are endangering themselves: for example if the 
patient is thrashing around in bed or attempting to get out of bed ina 
way or under circumstances where it might cause harm. 

e The patient’s diagnosis or condition is such that they may unpredictably 
and suddenly awaken and harm themselves: for example, (a) when an 
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intubated patient is being weaned or (b) when an intubated patient has 
a neurological condition that may cause them to unpredictably and 
suddenly awaken with a significant risk of self-extubation before staff 
has an opportunity to intervene. 


B) Behavioral Health Care Needs in all settings: 

In emergency or crisis situations if the patient’s behavior becomes aggressive or 
violent, presenting an immediate, serious danger to his/her safety or that of others, 
restraints will be used after a hierarchy of less restrictive measures have been 
exhausted or have been determined to be ineffective to protect the patient, staff 
members, or others from harm. 


Vi. INITIATION OF RESTRAINT: 
Except in emergency situations, restraints will: 

e Only be initiated by written order of L.I.P. (Licensed Independent 
Practitioner) or house staff member under supervision of an L.|.P. after a 
personal (face-to-face) assessment of the patient’s physical, mental and 
psychological status. 

e Be used after less restrictive measures have been considered and 
determined to be inappropriate or ineffective. 

Less restrictive measures or preventive strategies may include: 
o Moving the patient to a quiet environment. 
o Allowing the patient to verbalize angry or aggressive feelings and 
otherwise “de-escalating’. 
o Appropriate use of medications as prescribed by the physician. 
o Anticipating patient needs, limit setting, encouraging use of call 
bell, or toileting schedule, to minimize wandering and falls. 


o Non-verbal and verbal crisis intervention techniques (e.g., Active 
listening redirection, etc.) 

o Decrease environmental stimuli (noise level, lighting) 

o Follow through on reasonable request 

o Visiting with family/significant others 

o Diversional activities (TV, Radio/Reading, Exercise), Behavior 


Management Plan, Trauma Informed Care considerations 

Reality orientation 

Sensory modulation (Weighted blanket/vest, stress ball) — BH only 

Modify daily activity (BH only) 

Engage patient in neutral or therapeutic activity (BH only) 

Other activities as self-identified or determined by the patient 

e A patient may only be placed in restraints under the supervision of a (RN) 
Registered Professional Nurse, L.I.P. or privileged house staff member. 


o0o0°0 
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Vil. 


Vill. 


EMERGENCY INITIATION OF RESTRAINT: 

In an emergency situation where the patient is engaged in an activity that presents 
an immediate danger to self or others and an LIP is not immediately available, 
restraint may be implemented only under the direct supervision of a Registered 
Professional Nurse. The registered professional nurse must document the 
application of restraint, type and rational for use. 


A licensed independent practitioner must be summoned within 5 minutes after 
restraint has been applied 


After being summoned the provider must respond within: 


° One (1) hour for General Care (non-behavioral) 
e Twenty-five (25) minutes for Psychiatric/Behavioral needs 


The patient must be kept under constant (1:1) observation (in behavioral health). 


Continuous supervision as warranted by the patient’s physical condition and 
emotional state (in general care) pending the arrival of the LIP. 


If the LIP fails to arrive within one (1) hour for General Care or thirty (30) 
minutes for Psychiatric/Behavioral Needs after being summoned, the R.N. in 
charge must notify the Assistant Director of Nursing (ADN) of the delay in 
response, and immediately release the patient from the restraint and record the 
following: 

e The delay and description of the facts justifying the need for emergency 
restraint 

Type of restraint 

Conditions (reasons) for maintaining the restraint until the arrival of the LIP 
The less restrictive alternatives that were used 

Steps taken to assure that the patient's needs, comforts, and safety was 
properly addressed. 


The LIP who was notified must document, the reason(s) for his/her inability to 
respond within the specified period of time - one (1) hour for General Care or 
twenty-five (25) minutes Psychiatry/Behavioral Health. 


LOCATION OF PATIENTS IN RESTRAINT: 

The right of each patient to privacy, confidentiality and respect for human dignity 
must be assured at all times. Restrained patients must be placed in a protected 
environment away from potentially violent or provocative patients or visitors, 
preferably in an area of decreased stimulation as clinically indicated. 
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IX. 


Xl. 


DISCONTINUATION OF RESTRAINT: 

Restraint will be discontinued as soon as the patient is no longer an imminent 
danger to self or others, regardless of the length of time in the LIP’s order. 
Restraints can be terminated by a Registered Professional Nurse without the 
requirement of the LIP, supervised house staff, or physician’s consent/order. 


TYPES OF RESTRAINTS: 


Only FDA approved commercially available mechanical restraints may be 
used 

General Care — Bilateral Wrist, Wrist and Ankle, Vests 

Behavioral Health — Wrist and Ankle and Manual Hold 

Handcuffs as restraints, must never be ordered by clinical personnel. 
Handcuffs or other restrictive devices applied by law enforcement officials 
who are not HHC employees, for custody, detention and public safety 
reasons are not covered by this Guideline. HHC Special Officers shall not 
handcuff a patient unless the patient is under arrest. 


RESPONSIBILITIES OF THE LICENSED INDEPENDENT PRACTITIONER: 


Review of the patient’s chart. 


Special attention must be given to the treatment plan, medical/physical condition 
and medication (to assure no contraindications to the use of restraint), and that 
less restrictive interventions have been tried and/or rejected, and documented. 


Medication review must occur prior to every restraint order and be 
documented in the patient's medical record and include a review of all 
medical problems for possible contraindications to restraint or complications 
involved in using restraints. 


Following this review, professional judgment must be exercised in 
continuing, discontinuing, reordering or changing medication orders for the 
period of restraint. 

Documentation in the medical record must include: 


1. Patient’s medical and physical status 

2. Clinical justification for restraint 

3. Evidence of attempts to use other less restrictive interventions as 
therapeutic modalities to assist the patient in maintaining an 
acceptable level of control over his/her actions prior to the initiation of 
restraint; examples of these include: 
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Xxll. 


e Removing the patient to a quiet environment 
e Allowing the patient to verbalize feeling and de-escalate, as 
appropriate 

e Engaging the patient in neutral or therapeutic activities; and 

e Using a less restrictive restraining measure 
Written modification to the patient’s plan of care. 
Notification of the patient’s family: Psychiatric/Behavioral Health only. 
The patient’s family is notified promptly of the initiation of restraint by 
the LIP providing the patient has consent to such notification. 


Or Or 


RESTRAINT ORDERS: 

An order for restraints is entered electronically and must include: 

» Date 

» Starting and ending times 

=» Maximum duration of the order 

= Type and placement of restraint 

» Level/frequency of evaluation 

« Clinical justification for use 

« Behavioral criteria for release which if met require the patients’ release even if 
the maximum duration has not expired 

=» Frequency of monitoring and reassessment. 


When manual restraint is used for the purpose of facilitating the placement of a 
patient in physical restraints, a separate order is not needed for the manual 
restraint because an order will be written for the mechanical restraint and the entire 
event will be documented in the patient’s record. The restraint time for the 
mechanical restraint procedure begins at the moment the manual hold is begun 
and is therefore included in the 1 hour time limit for mechanical restraints. The 
maximum time for manual restraints is 10 minutes and the actual time must be 
documented in minutes and seconds in the patient’s record. 

The patient must be re-evaluated before a new order of any restraint. If a patient 
is not released from restraint prior to or upon expiration of the original order, 
continuation of restraint requires a new order for both General Care and 
Behavioral Health restraints and a progress note. In behavioral health if restraint is 
released prior to expired time MD must be notified. The procedures outlined in this 
policy are to be initiated again and a new order obtained. 


Time Limits: 
General Care (Non-Behavioral Health) Orders not to exceed: 
o 24 Hours. Reassessment of the need for restraint shall be every 24 hours 
(except for patients with behavioral health needs). 
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Xlll. 


Behavioral Health needs. 

Face-to-face assessment will be made within 30 minutes after the 

initiation of restraint and written orders not to exceed: 

o 1hour for Adults 18yrs and older with primary behavioral health needs 

o 30 minutes for Children/Adolescents under 18 yrs. with primary behavioral 
health needs 

o 10 minutes for manual hold 


Face-to-face reassessment shall be made after the original time limited order 
expires. If restraint requires to be continued, the LIP shall write a new order. 


The order must be followed by consultation with the patient’s treating physician, 
as soon as possible, if the restraint is not ordered by the patient’s treating 
physician. 


N.B. If electronic ordering is non-functional, downtime procedure to be 
followed with an order written on a Physician Order sheet, using the restraint 
order label and placing same on order sheet. 


RESPONSIBILITIES OF NURSING: 

The Assistant Director of Nursing (ADN) must be informed as soon as a patient is 
placed on restraints. Restrained patients must receive physical care and 
monitoring. Measures taken to protect the rights, dignity and well-being of the 
patient must be maintained. 


Patients placed on restraint pending the LIP order, must be assessed and kept on 

continuous supervision as warranted by the patient's physical condition and 

emotional state. Under behavioral health standard, any patient in restraint must be 

kept under constant 1:1 observation, however, patients on both the General Care 

and Behavioral Health units with behavioral health needs require constant 

(1:1) supervision. The R.N. must secure a written order for restraint within one 

hour of emergency application for non-Psychiatric/Behavioral needs and thirty (30) 

minutes for Psychiatric/Behavioral needs. The R.N. must assess and reassess 

patients, and document as follows: 

=» Nursing assessment, date and time for every restraint episode 

= Lesser restrictive measures attempted and failed 

= Type of restraint 

=» Response to medication and changes in condition 

» Indication that need for restraint was explained to patient/family 

» Re-assess adults — every 30 minutes observation (or more frequently if 
warranted), document in the Re-assessment form and educate patient of 
behavioral criteria for release of restraints (BHS only). 
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» Re-assess children and adolescents — every 15 minutes observation (or 
more frequently if warranted), document in the Re-assessment form and 
educate patient of behavioral criteria for release of restraints (BHS only). 


The R.N. will direct the process of restraining a patient in accordance with safe and 
appropriate restraining techniques. 


Patients in restraints will receive the following at least every 2 hours (general 

care), every hour for adults, every 15 minutes for children and adolescents 

(BH). 

» Restraints released and range of motion to all affected limbs (except when 
patient is asleep). When a patient is asleep, a two finger check should be 
made for any limb restraint, i.e. two fingers should be placed between the limb 
and the restraint to ensure that circulation is not restricted (in general care). In 
Psychiatric/BH needs restraints must be removed when patient is asleep. 

» Skin integrity and circulation checked. 

« Fluids offered; toileting. 


The restraint must be released when there is a period of sustained calmness. 
Within the first fifteen (15) minutes of calmness, the patient is reassessed b 


the RN and the decision to release or continue restraints is made and 
documented accordingly. 

The R.N. may release a patient from restraint prior to the order’s expiration 
time if the patient’s condition improves or the criteria for restraints were met. The 
Physician must be notified of the early release from restraint and this must be 
documented by the R.N. 


Patients should be fed at meal time, offered snack/fluid and allowed to feed 
themselves if appropriate. 


If a patient has been in restraint for as long as the order allows and requires the 
restraint to be continued, the procedures in this policy must be initiated again as 
outlined. 


If a patient is released from restraint prior to the expiration of an order and the 
same behavior is evident or the patient makes overt gestures, which indicate the 
threat of serious harm to self or others, a new order must be obtained prior to 
reapplying the restraints and the requirements initiated again. 


Prior to each subsequent period of restraint, a progress note must document a 
description of the patient’s physical activity, verbal content, and that nourishment, 
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elimination needs, and provision for personal hygiene needs have been 
addressed. 


When restraint is discontinued, a progress note must indicate the date, time and 
description of the patient behavior. 


Monitoring and Documentation: 
Behavioral Health Needs (Psychiatric) — Constant (1:1) Observation 
o Document observations at least every 15 minutes and provide above care. 
o Check vital signs and assess patient’s response at least every 15 minutes 
(based on clinical condition of the patient) or as indicated otherwise by the 
patient’s condition or physician’s order. 
o Provide wedge pillow for Mechanical Restraint, unless contraindicated. 
Note any medications given and patient’s response. 
o Progress notes shall be written when a patient is placed in restraint and 
every hour thereafter until the restraint is discontinued. 
o TheR.N. / designee will document all patients restrained (wrist and ankle or 
manual hold) in a log on the unit. 


co) 


1. Date ordered 13. Length of restraint episode 

2. Time ordered 14. Injury to patient 

3. Patient initials 15. Injury to staff 

4. Medical record number 16. Name of staff initiating process 

5. Time released 17. Medications given prior to restraint 

6. Reason for restraint 18. Medications given during restraint 

7. Day of week 19. Number of restraint episodes in 12 hours 

8. Tour 20. Number of episodes per patient 

9. Type of restraint 21. Number of restraint episodes beyond 12 
hours 

10. Age 22. Revision of care plan 

11. Sex 23. Discontinuation of restraint 

12. Presence of order in CPOE 24. Debriefing 


General Care (Non-Psychiatric Behavioral Health Needs): 

o Observe at least every 30 minutes and provide above care. 
Assess patient’s response to restraints at least every 8 hours. 
Check vital signs as indicated by the patient’s condition or physician’s order. 
Note any medications given and patient’s response. 
Progress notes shall be written when restraint is placed and every shift 
thereafter until discontinued. 


o0o0°0 
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XIV. 


BEHAVIORAL HEALTH NEEDS - Requirements in ALL Settings: 
Initiation of Restraint: A registered nurse may initiate restraint in advance of the 


physician’s order. 

e Immediately, the registered nurse shall summon a responsible physician 
about the patient’s physical and psychological status to obtain an order after 
restraint has been applied. 

e The initial and all subsequent restraint orders shall expire in: 

o 1hour for patients 18 years and older. 
o 30 minutes for patients under 18 years. 
o 10 minutes for Manual Hold. 


Face-to-face assessment: The physician or Registered Professional Nurse (RN) 
or physician’s assistant (PA) shall perform a face-to-face assessment of the 
patient’s physical and psychological status within 30 minutes of the initiation of 
the restraint. 


Continuous, in-person observation: 
Monitoring of patients in restraints is done through constant (1:1) in-person 
observation by a competent staff member. 


Monitoring: 
A registered professional nurse shall assess the patient at the initiation of restraint 
and every 30 minutes thereafter. 
The assessment shall include the following, unless it is deemed inappropriate for 
the type of restraint employed: 
o Signs of any injury associated with applying restraint 
Nutrition and hydration 
Circulation and range of motion in the extremities 
Vital signs 
Hygiene and elimination 
Physical and psychological status and comfort 
Readiness for discontinuation of restraint 


OoO0O00 0 


Additional Requirements for patients in restraints for Behavioral Health 
needs 
Post Restraint Practices: 


Staff Debriefing: Must occur immediately (not with manual hold) 


Patient Debriefing: Must be completed within 24 hours after restraint. 
The patient and when appropriate, the family shall participate with the involved 
staff members in a debriefing. Staff will utilize the approved debriefing form 
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(attached), which shall guide the content of the debriefing, with the following 
objectives: 
e Identify causes of behavior and course of actions 
e Ascertain patient’s physical well-being, psychological comfort and right to 
privacy was addressed 
e Counsel and treat patient for any trauma resulting from the incident 
e Modify the patient’s treatment plan as indicated 
o When a patient is placed in restraints a treatment team promptly 
reviews the incident, the attending psychiatrist documents the review, 
the reason for or against the change in the patient’s current 
pharmacological, behavioral, or psychological treatment. 
e Use debriefing information for PI activities 


The following processes must be documented: 


XV. 


e Staff debriefing process 
e Patient debriefing process 
e De-escalation process 


DISCONTINUATION OF RESTRAINT: 

Patients are not to be maintained in restraints for longer than is absolutely 
necessary. An R.N. may release a patient from restraint prior to the expiration of 
the order when the patient's condition improves and/or criteria to guide early 
restraint termination are met. 


Indicators for removal of restraints include: 

e Termination of causative situation: the patient's condition improves and can 
be managed by less restrictive forms of care. 

e The patient regains sufficient control: no longer responding to hallucinations 
or other internal stimuli, able to interact with staff, understands and follows 
direction or accepts medication or other less restrictive forms of 
management. 

e Medical indication that the use of restraints requires immediate removal (e.g. 
neuroleptic therapy must be carefully monitored for increase in temperature 
or pulse rate). Under these circumstances a Physician must be notified 
immediately. 


An RN may release a patient from restraint prior to the expiration of the order and 
if the same behavior is evident or the patient makes overt gestures which indicate 
threat or serious harm to self or others, the patient may be re-restrained but a new 
order is required for both General Care (non-Psychiatric/Behavioral needs) and 
Behavioral Health restraints. 
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XVI. 


When restraints are discontinued a progress note must indicate date, time, 
description of behavior and that the physician was notified if the patient is released 
prior to expiration of the order. Also document safety measures and assessment 
of range of movement (ROM) performed. 


REPORTING OF RESTRAINT-RELATED DEATHS 


The Head Nurse/Charge Nurse shall promptly contact the Nursing Administrator 
on duty for the following: 


e Each death that occurs while a patient is in restraints 

e Each death that occurs within 24 hours after the patient has been removed 
from restraints 

e When hospital personnel become aware of a death within one week after 
restraint, where it is reasonable to assume that the use of restraint 
contributed directly or indirectly to a patient’s death. “Reasonable to assume” 
includes, but is not limited to deaths related to restrictions of movement for 
prolonged periods of time, or death related to chest compression, restriction 
of berthing or asphyxiation. 


Reporting of Restraint Deaths to Centers for Medicare and Medicaid 
Services: 


Nursing/Patient Care Services: Will complete the notification of restraint death 
report form and submit it to the Nursing Office within the same tour of occurrence 
or notification of a death meeting the above criteria. The completed form is to be 
faxed to Risk Management (Fax # (718) 778-3040) and the “confirmation of fax” 
will be attached to the report form and kept on file in the Nursing Office. 

Nursing must document in the patient’s medical record the date and time the 
death was reported to CMS. 


Risk Management: Will review the report for completeness and take 
appropriate actions and follow-up if restraints contributed to the patient’s demise. 
Risk Management will be responsible for reporting each patient’s death as 
referenced above by forwarding a copy of the completed notification of restraint 
death form to: 


o CMS - by fax —- (212) 616-2403 (alternate # (443) 380-5182) — no later 
than the close of business the next business day (Mon-Fri) following the 
patient’s death. 

o HHC Office of Quality Management/Clinical Affairs by fax (212) 788- 
3590. 
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Additional Contact Information: 


CMS — Region 2 

26 Federal Plaza, 38" Floor 
New York, NY 10278 
Phone: (212) 616-2205 
Fax: (212) 264-6189 


For Behavioral Health Patients: Reporting of Restraint Deaths to NYS 
Justice Center for the Protection of People with Special Needs (Justice 
Center); Office of Mental Health (OMH) 


Death of a client associated with the use or attempted use of restraint must be 
reported immediately (no later than 24 hours) to the Justice Center Vulnerable 
Persons’ Central Register (VPCR), Death Reporting Line at 1-855-373-2124. 


Once report is made an incident number will be provided to the reporter by the 
Justice Center and is to be recorded on the Behavioral Health (BH) patient 


incident report form. 


After the initial report is made to the VPCR, the information will be transferred to 
the NIMRS Queue. The office of the Associate Director of BH Risk Management 
will review and process the report in NIMRS for submission to OMH. 


XVII. REPORTING OF DELIBERATE INAPPROPRIATE USE OF RESTRAINT 
The application of restraint shall constitute abuse when such application is 
deliberately inappropriate. “Deliberately inappropriate” is defined by OMH as 
restraint that is done for the purpose of punishment, for the convenience of a 
custodian, or with deliberate cruelty. 


Mandated reporters are required to immediately (no later than 24 hours) report all 
allegations of patient abuse and neglect to the Justice Center VPCR Incident 
Reporting Line at 1-855-373-2122. 


Once report is made an incident number will be provided the reporter by the 
Justice Center and is to be recorded on the BH patient incident report form. The 
office of the Associate Director of BH Risk Management will review and process 
the report in NIMRS for submission to OMH. 


XVIII. EAMILY and PATIENT EDUCATION: 
The patient or family member will be provided with a formal notice of their rights at 
the time of admission. In cases when adult patients consent to have families 
informed about their care, treatment and services and families agree to be notified; 
staff should attempt to contact families promptly (i.e., within 1 hr.) to notify them of 
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XIX. 


the use of restraint. The parent or guardian of children/adolescents must be 
notified when restraints are used. Date and time of notification should be 
documented in the medical record progress notes or restraint monitoring forms, 
involved families/guardians will be given the opportunity to participate in the 
treatment process and identify ways to prevent future use of restraints (e.g. 
identifying triggers, strategies to assist calming the patient etc.). 


TRAINING OF STAFF: 

Hospital and medical staff (non-Behavioral Health) shall receive competency- 
based training regarding utilization of restraints and less restrictive interventions. 
Such training shall take place during initial hospital-wide orientation (before the 
staff is asked to implement the provisions of this policy) and shall be repeated 
periodically as indicated in the hospital’s training plan, which is based on the 
results of quality monitoring activities. Individuals trained shall exhibit their 
knowledge of the subject matter through the consistent implementation of the 
matters taught. 


Behavioral Health Staff shall receive competency-based training in the utilization of 
crisis intervention techniques. The training will include verbal and nonverbal de- 
escalation, physical restraint and self-protection techniques. Such training shall 
take place during Behavioral Health Core Orientation (before the staff is asked to 
implement the provisions of this policy) and shall be repeated annually. The 
training curriculum will be based on the content and techniques set forth by 
regulatory agencies. Individuals trained shall exhibit their knowledge of the subject 
matter through consistent implementation. 


The training program will include return demonstrations. Paper-and-pencil post 
tests will be used at the discretion of the Staff Development and Training 
Department. Records of training will be maintained by the Behavioral Health 
Services Department of Staff Development and Training and by the Behavioral 
Health Services Nursing Department. 


Physicians who order restraints shall be trained in the requirements of this 
policy and shall demonstrate a working knowledge of this policy through ongoing 
compliance. Behavioral Health physicians will receive annual competency-based 
training with return demonstrations. Records of training will be maintained by the 
Behavioral Health Services Department of Staff Development and Training. 


Hospital staff who assess patients for restraint or who apply restraints shall 
receive training in the following: (It is acceptable to have separate training for staff 
who deal with Behavioral Health and non - Behavioral restraints.) 
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Techniques to identify staff and patient behaviors, events, and 
environmental factors that may trigger circumstances requiring the use of 
restraints. 

The use of non-physical intervention skills. 

Knowledge of different interventions to assist in choosing the least restrictive 
intervention based on individualized assessment of the patient’s medical or 
behavioral status or condition. 

The safe application and use of all types of restraint in the hospital, including 
training to recognize and respond to signs of physical and psychological 
distress (e.g. positional asphyxia). 

Clinical Knowledge to identify specific behavioral changes indicating that 
restraint is no longer necessary. 

Skills to monitor the physical and psychological well-being of the patient who 
is restrained, including but not limited to, respiratory and circulatory status, 
skin integrity, vital signs, and any special requirements specified by hospital 
policy associated with the face-to-face evaluation. 

The use of first aid techniques and certification in implementing 
cardiopulmonary resuscitation (CPR), including periodic certification. 


Hospital staff members who assess, monitor or only apply restraints in 
Behavioral Health Services units shall also receive training in the following: 


The underlying causes of threatening behaviors exhibited by the patients. 
That sometimes a patient may exhibit an aggressive behavior that is related 
to a patient's medical condition and not related to his or her emotional 
condition (e.g. threatening behavior that may result from delirium in fevers or 
other medical conditions). 

How staff behaviors can affect the behaviors of the patients. 

De-escalation, mediation, self-protection, and other techniques such as time- 
out. 

Staff members who are authorized to apply restraint also receive training in 
the safe use of restraint, including physical holding techniques, take-down 
procedures, and the application and removal of mechanical restraints. 

Staff members who are authorized to perform 15-minute assessments of 
patients in restraints also receive training in: 

o Taking vital signs and interpreting their relevance to the physical safety of 
the patient in restraint. 

Recognizing nutritional and hydration needs. 

Checking circulation and range of motion in the extremities. 

Addressing hygiene and elimination. 

Addressing physical and psychological status and comfort. 

Helping patients meet behavior criteria for discontinuing restraint. 
Recognizing readiness for discontinuing restraint. 
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o Recognizing signs of any incorrect application of restraints. 

o Recognizing when to contact a medically trained licensed independent 
practitioner or emergency medical services to evaluate and/or treat the 
patient’s physical status. 

e Staff members shall demonstrate competence in: 

o Recognizing how age, developmental considerations, gender issues, 
ethnicity, and history of sexual or physical abuse may affect the way in 
which a patient reacts to physical contact. 

o Using behavior criteria for discontinuing restraint and how to help patients 
in meeting these criteria. 


XX. RESTRAINT USAGE MONITORING: 
A record of all episodes* of restraint will be kept (General Care — forward to 
Nursing Office, Room B1169, Behavioral Health Care Units — forward to 
Department Director or designee). The Medical staff will also review the use of 
restraints to monitor compliance with this policy with particular attention to patients 
with multiple episodes* of restraints. 
Psychiatry/Behavioral Health: 
Clinical leadership will be informed of instances in which a patient experiences 
extended or multiple episodes* of restraint. The clinical leadership is immediately 
notified of any instance in which an individual: 
o Remains in restraint for more than 12 hours. 
o Experiences 2 or more episodes* of restraint of any duration within 12 hours. 
o Thereafter, every 24 hours if either of the above conditions continues. 
* An episode is defined as each time a physician’s order for restraint is written. 
REFERENCES: 


HHC Guidelines for Developing Facility Specific Restraint P&P, 12/07 
10 NYCRR 27/7, 10 NYCRR 405.4, 405.7, 10 NYCRR 415, 415.4 

14 NYCRR 27/7 

42 CFR 2006; Part 482.13, 782.12 

DOH Memo 98-21 

MHL 22.04D 

TJC Standards 

Federal Register Vol. 71, No. 236 COPS — 1/8/07 

CMS Interpretive Guidelines for Restraint & Seclusion 
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KINGS COUNTY HOSPITAL CENTER 
451 Clarkson Avenue, Brooklyn, NY 11203 


RESTRAINT FLOW SHEET 
Page 1 of 2 
(601-238) REVISED 1/97, 2/00, &/01, 204, 5’04 


(2 Patient Environment Checked for Safety 


Lesser Restrictive Measures Attempted: 
(0 Verbat Intervention‘Assessment OO Limit Setting 
OO Toileting Schedule [1 Call Bell [1 Side rails 


OO 4:4 OO Medication (J Other: 


NAME 


MR. No. 


(Addressograph) 


Behavioral Observation: ¥ Appropriated Column 
S = Sleeping CM= Caim A= Agitated 


¥ Release/Skin Integrity/Circulation/ROM/Position 


RN ASSESSMENT: Document Patient Responses and 
reassess every 8 hours 


TEAM CONFERENCE: Due: CO Yes C1 No 
{Every 72 hours, list team members and document issues 


BEHAVIOR PRECIPITATING RESTRAINT: Behavior 
leading to need for restraints 
(Describe): 


Medications: 
* Patient Medicated 


Fiuids and Toileting: 
¥ - Patient Accepted 
R - Patient Refused 


Type of Restraint: [] Wrst C1 Vest 
OO Ankle O Lap CO Other: 


Order Date: Time: 


Restraint must never be used as punisherient of for the canveniance of staff. The least restrictive form should bu employed, based on an assessment 


of patient's clinical status. Reassessment must substantiate the need for continued restrain. ORDER NOT TO EXCEED 24 HRS. 


Policy on Restrains Explained to: ( Patient © Family [1 No (Explain if No): 


Behavioral Release/Skin RN Assessment 
Observation Integrity Toileti Medications Document Pt's response to 
q30 minutes Circulation oi ne * raferto restraints a 8hrs 

ROM/Positioned deen 


Team Conference a72hrs 


HHC 2292 (R May 04) ORIGINAL MEDICAL RECORD NCR NURSING OFFICE 


OrderDate: a Page 2 of 2 


| Behavioral Release/Skin RN Assessment 
spe al integrity Toileti Medications Document Pt's response to Initia | 
— ROMPosition d 4 letng ee restraints aBhrs 
ositione 
eee q2 hours Team Conference q¥2hrs — 


zon | | | | 
wagon | | [| | 


= 
= 
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KINGS COUNTY HOSPITAL CENTER M.R. No. 


BEHAVIORAL HEALTH NEEDS 
RESTRAINT MONITORING FORM 


PATIENT INFORMATION/LABEL 


ALTERNATIVE MEASURES TRIED PRIOR TO RESTRAINTS: 


[] Diversion ODe-Escalation ( Verbal Intervention [ Limit Setting F Relocation/Redirect to a less stimulating area 
[11:1 Observation [7 Exercise C Offered PRN Medication - Specify Medications, Dosage. Route, time given: 


Patient’s response: Progress notes describe patient's response - po - 60min.. 1M 30min. 


[1] Other: (specify) 


H. RISK FACTORS: 


| 


UJ Preexisting Medical Conditions Idenufied (Specily): _ 
LJ History of Physical/Sexual Abuse: [7 No O Yes - if “yes” explain 


Hl. TYPE OF RESTRAINT ORDERED*: [1 Mechanical DO Manual Hold (= 10 Min) 
Rationale for Restraint: Indication (Imminent Danger to Self or Others [ Requires IM \fEDS/Lab over 


Objection 
Initiated by: RN M.D. 
It initiated by R.N.: Name of MD called: Time: Time arrived: 
If time of arrival ts more than 30 minutes, explain: —— 
Li Meds Given: Time: am_ _pm 
Li Face Yo Face Evaluation Done: Date /_ / Time: am pm 
By: a M.D. ‘Treatment Compliance 1] Yes 0 No Usporadic 


[V. Were criteria for release from Restraint explained to staff in arder by M.D.? 1 Yes 0 No 


Explanation given to patient and/or family significant other: Reason (s) for use of restraint and behavior requircd 
for release explained to patient? [Yes CINo - lf “No” explain 


If patient wishes, family or significant other notified when. placed in restraints: CJ Yes D No ON’A 
Child/Adolescent: Patient/family/legal Guardian Notified: D Yes - MUST be Notified 


[fT ves, discussion took place on: Date # tS Time: __am___pm By: 
Vv. SAFETY MEASURES CARRIED OUT: Was patient searched? 0 Yes No ON’A 


Was assistance ot Code Orange Team needed? 1) Yes [) No [I N/A 
Name of Supervisor/ADN on Duty NOTIFIED: Date: {_ ' Time: am pm 


VI. RELEASE FROM RESTRAINT: Patient Released: Date: / 4s Time: am pm 


Name of the MD notified of patient’s release: _ M.D. Time:__am __ pm 
Mental and Physical status (note any injury, bruises, etc.) 


Note: If restraints continued - new order and new flow sheet required 
HHG 2203 (R May 09) 601-012 (Orig 1/02, Rev. 10/05, 12/06, 11/07, 5/08, 5/09) iPage 1) 


* Mechanical (Wrist and Ankle) - Complete pages 1, 2.and 3 
Manual Flold - Complete pages } and 3 


NAME: 
KINGS COUNTY HOSPITAL CENTER MR. No. 


BEHAVIORAL HEALTH NEEDS 
RESTRAINTS: FLOW SHEET 


PATIENT INFORMATION/LABEL 


DATE: / / UNIT: Orders - maximum time 2hrs. Adults, ] hr. Age 9- [7vrs.. '/2 hr. below 9yrs. of age 


Start Time: win pm End Time: = am___ pm Type of Restraint: Wrist and Ankle 


BEHAVIOR PRECIPITATING RESTRAINT described in Progress Notes: LJYES 
1:1 OBSERVATION (J YES Patient/Environment checked for safety: “| YES 


Patient was released prior to the expired time, MD must be notified: Name of MD Date: _ Time: 
__am | __am | __ am __am am 
TIME qi5min _ pm __pm pm | pm 


_am | RN. Assessment: Nurses 
progress notes describe any 
prn meds and patient's 

fesponse to same 


Behaviors Observed: 
Aqiated 


Awake 


Calm 
| Asleep a 
Combative’Aggressive 
Circulation 


Fluids/Nourishment 

at feast qthr 

Taken: Y=Yes N=No | 
Toileting: at feast q thr. 
V=Voided 
BM=Bowel Movement 
Oral and/or Personal 
Hyglene at feast qihr. 


* for Signs of injury“ 
Vital Signs: q15min. 


RN ASSESSMENT/PATIENT’S RESPONSE 


B/P 
Pulse 

Respiration 
Released/ROM 


(nitials 


** Any Injury documcnicd in the Prograss Notes 


Debriefing initiated and completed within 24hrs. of discontinuation. 
Initials 


Initials Signature Signature 


ae 
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NAME: 
KINGS COUNTY HOSPITAL CENTER M.R. No. 
BEHAVIORAL HEALTH NEEDS 
POST RESTRAINT DEBRIEFING TOOL 
iTo be campleted within 24 hrs. post restraint! 
_— PATIENT INFORMATION/LABEL 
Unit: Date.___ /__/__Time:_____. Was Patient's prvacy ensuted’protected throughout this ep/soge? _] Yes __INo’ Detail in Progress Notes 


aE 


STAFF DEBRIEFING PROCESS: (To occur immediately) 
Were the tecnniques identified by the oatient to help him/her 


calm down addressed ano implemented? [] Yes _! No 
Were there indicat:ons of an escalating situation 
PRIOR to event? i 1Yes [1 No 


(Check (v’) all that apply) 

[1 Sett injurious behavior (_] Agitation L] Hal:ucinations 

Li Sudden mood change L) Menacing'threatering ( Physical Altercation 
[_] Cther benawiors - Please descnbe 


Indicate nature af intervention techniques empicyed PRIOR to restrain: 
(Check {v) ail that apply) Yes No 


Did staff immediately engage patent? a a 
\Were we able ta re-focus pavent’s attention? Oo O 
Was the patient of staft injured during the restrant event? () a 
Descrice. 


DE-ESCALATION PROCESS (Check (vy) all that apply) Yes No 


Have we explained the kind af oenavior expected forrelease? = 
Is patient abie to understand the rationale tor this type of 
intervention? [] 
Ave we assessing readiness for eaease? 2 
i) 


Has the patient been made as comfortable as possible under the 
circumstances? 


a pe 


Head Nurse/Charge Nurse Signature Date 


PATIENT DEBRIEFING PROCESS: (Patient's own words) 


Review. detaits of episode with patient and addresses the follawing: 
What precipitated the incident? 


How did being placed on restraints/seclusion make you feel? 


Could the situation be nandled differanth:? What was Helpful and was 
not? 


How was !he plan care modified? What can stafl do differently next 
time to prevent restraints from happening? 


Physician's Signature 
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SUBJECT: TRIAGE IN THE COMPREHENSIVE PSYCHIATRIC EMERGENCY 


PROGRAM (CPEP): EMERGENCY ROOM 


DATE FIRST ISSUED: July, 2008 


DATE REVISED: May 2015 


DATE EFFECTIVE: June 2015 


SUPERCEDES: December, 2012 


POLICY STATEMENT: 

It is the policy of Kings County Hospital Center Behavioral Health Services to ensure that 
all patient entering the Comprehensive Psychiatric Emergency Program: Emergency Room 
receive a timely and thorough standardized clinical assessment of their presenting 
condition and high-risk behaviors in order to determine the most appropriate level of trans- 
disciplinary care and evaluation needed. 


. PURPOSE: 


To ensure the timely, complete and accurate triage process for all patient in the CPEP: ER. 


SCOPE: 

All patient presenting to the Comprehensive Psychiatric Emergency Program (CPEP): 
Emergency Room. 

RESPONSIBILITY: 

Nursing staff, Psychiatrists, Psychologists, Nurse Practitioners, Licensed 

Social Workers & Medical Consultants. 


PROCEDURE: 


1. Patients are met by nursing staff (RN & BHA or PCA/PCT) upon arrival. They are 
escorted into the search area for search, registration completion and then to triage. The 
triage nurse initiates and is responsible for completing the following formalized 
assessments: Crises Triage Rating Scale (CTRS), Adult Brief Cognitive Triage 
Screening, Capillary Glucose Monitoring (if needed), vital signs and breathalyzer if 
indicated, within thirty (30) minutes of the patient arrival. 

2. Patients will be thoroughly searched. Items obtained will be inventoried and secured by 
nursing staff in the CPEP Property Room and/or whenever possible, given to family 
members. 

3. If at any time a patient initially presents with signs (reported or observed) of imminent 
risk of violence or self-harm or is unable to participate secondary to behavioral 
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difficulties (i.e. disorganized behavior, intoxication, agitation) then a CPEP psychiatrist 
will be summoned overhead to participate in triage process. A Code Orange may be 
called if warranted. 


4. If the patient's behavioral or clinical difficulties are secondary to an apparent medical 
issue (i.e. fluctuating vitals, limited or unresponsiveness) then the CPEP medical 
consultant will be summoned overhead for immediate assistance and a Code 66 or 99 
may be called if warranted. 


5. Based on the results of the Nursing Triage/Crises Triage Rating Scale patient are 
slotted into one of four categories (A,B,C or D). In addition, they may also be 
designated, based on screening, as possibly intellectually disabled and placed on 1:1 
constant observation for safety until further assessment by evaluating clinician. 


6. Upon conclusion of the RN’s triage or at any point during initial clinical evaluation if the 
patient's clinical presentation is suggestive of a need to reconsider his or her category, 
the MD will discuss the particulars with the nurse, accurately document this in the RN 
triage document or a general progress note and then the nurse will re-categorize the 
patient accordingly based on this conversation. 


Category A: A CTRS rating suggestive of high risk and need of immediate psychiatric 
evaluation: 
i. Patient is placed on 1:1 constant observation if clinically indicated. 


ii. Assigned treatment providers proceed with clinical evaluation and 
complete within 2 hours or as Clinically feasible. This includes 
assessment of the Recipient's immediate and_ post-discharge 
psychosocial needs. 


Category B: A CTRS rating that is less suggestive of potential risk but still warranting a full 
psychiatric evaluation: 


i. Patient is placed on every fifteen (15) minute checks as clinically appropriate. 


ii. Assigned treatment providers proceed with clinical evaluation and completes 
within 6 hours. This includes assessment of the Recipient’s immediate and 


DEPARTMENT MANUAL: BEHAVIORAL 
HEALTH 


Page 3 of 6 Pages 


CATEGORY: ADMISSION AND ASSESSMENT 


SUBJECT: TRIAGE IN THE COMPREHENSIVE PSYCHIATRIC EMERGENCY 
PROGRAM (CPEP): EMERGENCY ROOM 


(CONTINUATION) 


post-discharge psychosocial needs. 


Category C: A CTRS score which does not warrant a comprehensive psychiatric evaluation 
and permits patient to exit the CPEP: Emergency Room at will. 


Patients are directed to the “brief evaluation waiting area” with the option to 
leave at any time through an unlocked door. 

Patients are assigned to every fifteen (15) minute checks to ensure safety. 
Assigned treatment providers proceed with clinical evaluation and complete 
within 2 hours. This includes an assessment of the Recipient's immediate 
psychosocial needs and post CPEP referral and linkage services. 

If the patient expresses desire to leave, staff will address their concerns and 
encourage him or her to complete the process but will not prevent their exit. If 
however the patient is found to need a higher level of care based on a marked 
change in gross mental status (different from initial presentation) the 
psychiatrist/psychiatric nurse practitioner will discuss the specifics with the 
triage nurse, and if indicated, the category will be changed and the Recipient 
will be escorted into CPEP: Emergency Room proper for a full psychiatric and 
psychosocial evaluation as well as concrete social, linkage, and referral 
services) 


Category D/ Split Category D: Utilized for those who require immediate medical attention as 
evidenced during triage. 


Patients are assigned to 1:1 constant observation as clinically appropriate. 

If upon evaluation by the triage nurse, the recipient of care has unstable vital 
signs, chest pains, signs of acute stroke, witnessed seizure, acute asthmatic 
attack or altered mental status, or any medical priority/ emergency, the patient 
will be seen immediately by the psychiatrist and internist to determine if the 
patient can remain in CPEP or requires transfer to the medical ED for a higher 
level of medical care. If the patient remains in CPEP, they will become a split 
category (A/D, B/D, C/D) and be fast tracked to medical clearance (history and 
physical, labs within 1 hour, vitals every 4 hours, re-assessment every shift). If 
the patient is sent to the medical ED and returns to CPEP, they will remain a 
split category. 

Any patient who presents in triage with symptoms of psychosis in the absence 
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of identifiable past psychiatric history will automatically be assigned Category 


D. 

iv. Patients who during the triage process receive STAT IM medication due to 
psychiatric emergency are automatically treated as split Category A/D. 

V. If a patient was category D due to need for STAT IM use or returns from S-1 


medically cleared, the patient can be removed from Category D status. 


Vi. SPECIAL PROCEDURES: SUSPECTED INTELLECTUAL AND/OR 
DEVELOPMENTAL DISABILITY 


A. Intellectual Disability Designation: This sub-category is utilized for the provisional 
identification and assessment of potential ID/DD patient. 


If the Adult Brief Cognitive Triage Screening score is 2 or more and the patient is not known 

to have an intellectual disability: 

1) Patient is placed on 1:1 constant observation. 

2) Triage psychiatrist is informed. 

3) The primary evaluating clinician will perform a Hayes Ability Screening Index (HASI), 
document the results in the electronic medical record and request consultation from the 
psychology service if indicated. 


B. In instances where the recipient of care is unable to participate due to medical co- 
morbidity, physical distress or an active mental state that does not allow for appropriate 
interpretation of the HASI, they shall be excluded until such time that testing is possible. 
Exclusionary criteria include but are not limited to: Category C recipients of care who are by 
definition non detainable (“brief’ evaluation), recipients of care suffering with Dementia and 
actively psychotic requiring inpatient treatment. In instances where a HASI was _ not 
performed and an obvious exclusionary criteria is not evident, the evaluating clinician should 
document the cause for the absent HASI. 
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Vil. SPECIAL PROCEDURES: CHILDREN/ADOLESCENTS 


1) Patients are identified as minors if they are less than 18 years of age as noted at 
registration by accompanying guardian or identification available. 

2) Movement within the CPEP is via staff escort from point of arrival and generally within 
the separate corridor specified for children and adolescents which contains waiting, 
bathroom, interview and examination areas. 

3) All waiting is done in the Child and Adolescent-specific designated waiting area under the 
direct observation of a designated nursing staff member. 

4) While in CPEP minors will be accompanied by legal guardian and/or adult caregiver at all 
times. 


eee sal 
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PURPOSE: 


To ensure that any use of restraint or seclusion is in conformity with the Final Rule, 42 CFR Part 482.13 
Conditions of Participation for Hospitals on Patient's Rights published by the Centers for Medicare and 
Medicaid Services (CMS) in the Federal Register December 8, 2006, effective January 8, 2007; the 
Guidelines of HHC (New York City Health and Hospitals Corporation); the New York State regulations 
1ONYCRR 405.7, Mental Hygiene Law 33.04, 14NYCRR 27.7, 14NYCRR 524.7, and the Joint 
Commission Standards. 


POLICY: 


Every attempt must be made to prevent the use of restraint and seclusion and create a physical, social 
and cultural environment that limits restraint or seclusion use to clinically and adequately justified 
situations; reduce use of restraint and seclusion through preventive or alternative strategies to ensure the 
protection of the patients’ health and safety; and preserve the patient’s dignity, rights, and well-being. 


The goal of HHC and all its facilities is to work toward a restraint and seclusion free environment and 
recognizes that patients have the right to a restraint and seclusion free environment. 


RELATED POLICY/PROCEDURES: 
e Medical Immobilization Devices 


DEFINITIONS: 


Restraint is any manual method, mechanical (physical) device that immobilizes or reduces the ability of 
a patient to move his or her arms, legs, body or head freely. 


Pharmacological (chemical) restraint is the use of medication to control behavior or restrict an individual's 
freedom of movement and is not standard treatment for the patient's medical or psychiatric condition. 
Lincoln Medical center does not use chemical restraints. 


The following are considered restraints: 


Manual Restraint: 

e Use of manual or physical method: 

e Using your body to hold a patient to manage violent or self-destructive behavior that threatens 
the patient's, staff's or other’s safety, e.g. holding a patient’s arm to keep him / her from hitting 
the wall or a staff member. 

e For manual restraint, orders must be limited in duration to 10 minutes for patients of any age. 
In every case, the use of manual restraint must be limited to the duration of the emergency 
situation, regardless of the length of the order. 


Mechanical Restraint: 
e An apparatus that restricts a patient's movement of the head, limbs, or body. 
e Use of all 4 bed rails is considered restraints, only if patient cannot remove bed rails 
e Two point restraints are not to be applied to the same side of the patient. 
e No mechanical restraints should be used on children 9 and under. 


NOTE: Do not place patients in prone position while in restraints, this will prevent 
Asphyxiation. Arm must remain at side. 


Restraint does not include: 


GENERATIONS+/NORTHERN MANHATTAN HEALTH NETWORK Procedure Manual 
Subject: Section: Page Of 


RESTRAINTS / SECLUSION | ADM 0575 3 I 24 


Devices used for partial or total immobilization of a patient for medical/surgical reasons as a 
standard practice or integral component of medical, dental, diagnostic, or surgical 
procedures/treatment. This is covered in a separate policy entitled, Medical Immobilization 
Devices. 

Protective equipment usage such as tabletop chairs or orthopedic devices for postural support 
and other adaptive or protective devices that are implemented based upon the assessed need of 
the patient. 

Handcuffs or other restrictive devices (shackles, body nets) applied by law enforcement officials in 
criminal matters for custody, detention and public safety reasons. 

Side rails on a stretcher during transport or on beds during anesthesia or sedation recovery to 
prevent the patient from falling out of bed. 


Seclusion is the involuntary confinement/placement of a patient alone in a room, or area from which the 
patient is physically prevented from leaving. Seclusion may only be used for the management of violent 
or self-destructive behavior that jeopardizes immediate physical safety of the patient, staff member or 


other. 


GUIDELINES FOR USE OF RESTRAINT/SECLUSION ON BEHAVIORAL HEALTH UNITS: 


Patient Rights: Wherever possible, every attempt should be made to avoid the use of 
restraint/seclusion, as it is known to be potentially harmful both physically and mentally. 
Restraint/seclusion should be used only in unusual circumstances and only after all reasonable less 
restrictive alternatives have been attempted or considered. 


Patient’s rights, dignity, and well-being will be protected during restraint /seclusion usage; 

The staff is encouraged to inform patient of less restrictive methods and to use the personal 
safety plan to calm him/her. 

The patient is educated, whenever possible, to the reasons for restraint or seclusion usage; and 
the behavior criteria needed to discontinue it; 

With the permission of the patient, family/significant others should be informed when restraint or 
seclusion used; 

The application or usage respects the patient as an individual; 

The environment is safe and clean; free from potentially violent or provocative patients and 
visitors; 

The patient is able to continue his/her care and participate in care processes. 

Hydration needs and activities of daily living are met. 

Circulation, respiration, range of motion, skin integrity and vital signs are monitored. 

A safe implementation of restraint or seclusion by trained staff. 

A staff debriefing is conducted within 24 hours after each episode of seclusion or restraint for 
violent and/or self-destructive behavior with the patient and, if requested by the patient, a family 
member/significant other in order to identify the causes of the behavior and actions intended to 
prevent further restraint or seclusion. 


Types of Restraints Permitted on Behavioral Health Units: 
Only those devices approved by the Commissioner of Mental Health may be used: 


e Wrist and Ankle and Manual Hold 


Please Note: Handcuff must never be ordered by clinical personnel. Handcuffs or other restrictive 
devices applied by law enforcement officials who are not HHC employees, for custody, detention and 
public safety reasons are not covered by this guideline. HHC Special Officers shall not handcuff a 
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patient unless the patient is under arrest. 


Indications for Restraint/Seclusion on Behavioral Health Units: 


1. Restraint/seclusion may only be used when less restrictive interventions have been determined to 
be ineffective to protect the patient or others from harm. The type or techniques used are the 
least restrictive interventions that will be effective to protect the patient or others from harm. 


2. Restraint/seclusion for the management of patients with violent or self-destructive behavior may 
only be used to manage violent or self-destructive behavior that jeopardizes the immediate 
physical safety of the patient, a staff member, or others. 


INITIATION OF RESTRAINTS AND SECLUSION ORDERS ON BEHAVIORAL HEALTH 
UNITS: 


Contraindications: Pre-existing medical conditions, physical or mental disabilities and history of 
physical or sexual abuse are to be documented and taken into consideration prior to implementing 
restraint/seclusion. Claustrophobia, suicidal ideation, or pregnancy should be taken into account 
when considering seclusion. 


Regulations state that a patient with a sole diagnosis of mental retardation or any other developmental 
disability shall not be secluded. Emergency seclusion for dual diagnosis of mental illness and mental 
retardation or any other developmental disability is allowed only if the following criteria are met (1) 
Patient is under 1:1 observation (2) Seclusion is used only in an emergency when all other 
emergency interventions failed or are determined to be inappropriate or inadequate. 


Restraints/seclusion must be ordered by an MD with a delineated competency to order restraint after a 
face to face examination of the patient. 


House Staff: All residents undergo training in the application of restraint/seclusion as part of their 
orientation. This includes skill demonstration and demonstration of knowledge of the restraint policy. 
A copy of the competency is maintained in the office of GME. 


Initiation of Restraint in the absence of a physician: A patient may be placed in restraints only by or 
under the direct supervision of a registered professional nurse. When restraint has been placed under 
the direct RN supervision for emergency purposes, a face-to-face assessment within 30 minutes and 
written order must be obtained within one hour. Patients placed on restraint or seclusion must be placed 
on a 1:1 constant supervision/ observation. 


Restraint/Seclusion: Restraint AND seclusion may not be used simultaneously. 


Behavior Criteria: When restraint/seclusion is required staff must share with the patient the behavior 
required for the prevention and discontinuation of restraint. Restraint/seclusion shall be discontinued 
at the earliest possible time, regardless of the length of time of the physician's order. 


Multiple Episodes: For patients in seclusion or restrained the Chief of Service or designee is to be 
informed of, and review, any patient requiring restraint/seclusion for more than 4 consecutive hours, 
or 2 or more restraint/ seclusion episodes within 12 hours. Thereafter, there should be notification 
daily for review if the condition continues. 
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Hospital Police: when clinical staff needs additional assistance hospital police may be summoned. All 
actions by hospital police must be enacted by direction of the clinical staff. 


TRAINING OF BEHAVIORAL HEALTH STAFF ON RESTRAINTS AND SECLUSION 


Training: Hospital and Medical staff shall receive competency-based training regarding utilization of 
restraints and less restrictive interventions. Such training shall take place during initial hospital wide 
orientation (before the staff is asked to implement the provisions of this policy) and shall be repeated 
periodically as indicated in the hospital's training plan, which is based on the results of quality 
monitoring activities. Individuals trained shall exhibit their knowledge of the subject matter through 
the consistent implementation of the matters taught. 


Training Requirements: Individuals providing staff training must be qualified as evidenced by 
education, training and experience in techniques used to address patient’s behaviors. 


Training documentation: The hospital documents in the staff personnel record that the training and 
demonstration of competency is successfully completed. 


Behavioral Health Staff and Hospital Police shall receive competency-based training in the utilization 
of crisis intervention techniques (PMCS). Such training shall take place during behavioral health core 
orientation and demonstration will be determined before the staff is asked to implement the 
provisions of this policy and refresher shall be repeated annually. The training curriculum will be 
based on the content and techniques set forth by regulatory agencies. Individuals trained shall 
exhibit their knowledge of the subject matter through consistent implementation. 


The training program will include return demonstrations and video review of random 10% observation of 
restraint episodes. Paper-and-pencil post tests will be used at the discretion of the Staff 
Development Department. Records for physicians will be maintained in the departmental records. 
Records of training for resident are maintained in the office of Graduate Medical Education. Records 
of nursing staff will be maintained in the office of Nursing Staff Development. 


Physicians who order restraints shall be trained in the requirements of this policy and shall demonstrate 
a working knowledge of this policy through ongoing compliance. Behavioral Health physicians will 
receive annual competency-based training with return demonstration. Records of training will be 
maintained in the departmental record. 


Hospital staff who assess patients for restraints or who apply restraints shall receive training in the 
following: 


e Techniques to identify staff and patient behaviors, events, and environmental factors that may 
trigger circumstances requiring the use of restraints. 


e The use of non-physical de-escalation intervention skills. 


e Knowledge of different interventions to assist in choosing the least restrictive intervention based 
on individualized assessment of the patient's medical or behavioral status or condition. 


e The safe application and use of all types of restraint in the hospital, including training to recognize 
and respond to signs of physical and psychological distress (e.g. positional asyphxia). 


e Clinical knowledge to identify specific behavioral changes indicating that restraint is no longer 
necessary. 
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e Skills to monitor the physical and psychological well-being of the patient who is restrained, 
including but not limited to, respiratory and circulatory status, skin integrity, vital signs, and any 
special requirements specified by hospital policy associated with face-to-face evaluation. 


e The use of first aid techniques and certification in implementing cardiopulmonary resuscitation 
(CPR), including periodic recertification. 


Hospital staff members, who assess, monitor or only apply restraints in Behavioral Health Services 
units shall also receive training in the following: 


e The underlying causes of threatening behaviors exhibited by the patients. 


e That sometimes a patient may exhibit an aggressive behavior that is related to a patient’s medical 
condition and not related to his or her emotional condition (e.g. threatening behavior that may 
result from delirium in fevers or other medical conditions). 


e How staff behaviors can affect the behaviors of the patients. 
e De-escalation, mediations, self-protection, and other techniques such as voluntary time out. 


e Staff members who are authorized to apply restraints also receive training in the safe use of 
restraint, including physical holding techniques and the safe application and removal of 
mechanical restraints. 


e Staff members who are authorized to perform 15 minute assessments of patients in restraints 
also receive training in: 


e Taking vital signs and interpreting their relevance to the physical safety of the patient in 
restraint. 


e Recognizing nutritional and hydration needs. 

e = Checking circulation and range of motion in the extremities 

e Addressing hygiene and elimination 

e Addressing physical and psychological status and comfort 

e Helping patients meet behavior criteria for discontinuing restraint. 
e Recognizing readiness for discontinuing restraint 

e Recognizing signs of any incorrect application of restraints. 


e Recognizing when to contact a medically trained licensed independent practitioner or 
emergency medical services to evaluate and/or treat the patient's physical status. 


e Staff members shall demonstrate competence in: 


e Recognizing how age, developmental consideration, gender issues, ethnicity, and history of 
sexual or physical abuse/trauma history may affect the way in which a patient reacts to 
physical contact. 


e Using behavior criteria for discontinuing restraint and ho to help patients in meeting these 
criteria. 


PATIENT OBSERVATION FREQUENCY AND DOCUMENTATION 


1. A patient who is in restraint or in seclusion is to be kept under 1:1 constant 
supervision/observation continually assessed, monitored, and reevaluated. Documentation of 
observation is required every 15 minutes. 
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ADMISSION TO THE BEHAVIORAL HEALTH UNIT: 


Admitting Information: The patient/family receives Patient's Rights information in the admissions 
package regarding the hospital’s policy on usage of restraint and seclusion for emergency 
reasons involving loss of control and imminent danger to self or others. The patient is offered 
the option of informing family/significant other(s) of a restraint or seclusion episode and has the 
right to have them participate in episode debriefing reviews. 


Behavior Criteria: Staff must set, document and share with the patient the behavioral criteria to be 
met for discontinuation of restraint applied for behavioral health reasons. 


Treatment Planning: Episodes of restraint/seclusion and required behavior criteria are to be 
considered in the treatment planning process and addressed by appropriate goals, objectives 
and actions as indicated. The patient safety and support plan (PSSP) obtained on admission for 
each patient, will be utilized to identify a patient's individual preferences and known effective 
calming strategies which can be utilized to help prevent agitation. Patient and families (if the 
patient agrees for family to be notified) should be made aware of the reasons for 
restraints/seclusion used in the treatment process, and the criteria for prevention or 
discontinuation. 


DEBRIEFING IN PSYCHIATRY FOR PATIENTS: 


A. Debriefing: Debriefing sessions are to be conducted with the patient and family, if patient 
consents. Assistance is to be offered to help the patient meet the behavior criteria necessary to 
prevent restraint/seclusion episodes. Supervisors and staff involved in an episode of 
restraint/seclusion must convene a debriefing, as soon as practicable after the event but no 
longer than the next calendar day after the episode. 


B. Debriefing Session: The debriefing session is used to identify what led to the restraint episode, 
what could have been done differently to prevent it and whether the patient's well-being, 
psychological comfort and privacy were addressed. 


C. Injury: Any trauma or injury must be addressed and the treatment plan modified if necessary as 
a result of the episode. 


LOCATION OF RESTRAINED/SECLUSION PATIENTS: 


The right of each patient to privacy, confidentiality and respect for dignity must be assured. 
Restrained/secluded patients must be kept in an environment where they are protected from 
other potentially violent or provocative patients or visitors, preferably in an area of decreased 
stimulation as clinically indicated. 


RESTRAINT ORDERS IN BEHAVIORAL HEALTH: 


Manual Restraint: Orders must be limited in duration to 10 minutes in patients of any age. The 
patient shall be released sooner if the behavioral release criteria has been met 


Mechanical Restraint: 


Violent or self-destructive behavior restraints: The physician must conduct a face-to-face 
assessment within 30 minutes after application of restraints during an emergency situation 
when a physician is not available. Written orders must be time-limited as follows: 

2 hours for adults 18 years of age and older; 
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1 hour for children and adolescents ages 10-17; 


* The patient must be evaluated face-to-face within 30 minutes after the initiation of restraint by a MD 
or resident with delineated privileges, who has received training. The evaluation must include 
patient's immediate situation, patient's reaction to the intervention (restraint/ seclusion), patient's 
medical and behavioral condition and the need to continue or terminate the restraint or seclusion If 
restraint is to be continued, a new time-limited order must be written. 


« |f the patient's violent or self-destructive behavior resolves and the restraint/ seclusion is 
discontinued before the MD arrives to perform the 30 minute-face-to-face-evaluation, the practitioner 
is still required to see the patient face-to-face and conduct an evaluation 1 hour after the initiation of 
this intervention. 


« Before writing a new order for restraint or seclusion, the physician responsible for the care of patient 
and authorized to order restraint /seclusion must see and assess the patient. 


C. Release: An RN may release a patient from restraint prior to the expiration of the order, if 
the patient’s meets the behavioral release criteria. When restraint is terminated early and 
the same behavior persists a new order must be obtained. 


PERFORMANCE IMPROVEMENT BEHAVIORAL HEALTH: 


A. Multiple episodes and/or prolonged episodes of restraint are reviewed by the Chief of 
Service or designee. 


B. All episodes of restraints and seclusion are to be assessed as part of the Hospital’s ongoing 
performance improvement program in order to understand the cause of their usage, 
establish baseline data and identify use that can be reduced. 


C. Aggregate data are gathered by Behavioral Health Nursing and analyzed on each episode of 
restraint and seclusion from all units, and shifts for all purposes. Particular attention is 
focused on multiple episodes for individual patients and the frequency of use by types of 
staff, specific providers, units, shifts, and days of the week. 


D. When manual restraints is used to facilitate court ordered or emergency medication 
administration, the Department of Psychiatry will collect the data, analyze each episode and 
provide a quarterly report to the hospital wide PI committee 


E. Debriefing information will inform performance improvement efforts. 


RESTRAINT/SECLUSION REPORTING: BEHAVIORAL HEALTH 


A. Records: 


The Attending Physician is informed of all restraint and seclusion episodes. Restraint/ Seclusion 
Log is maintained at the Psychiatry Unit’s Nursing Station. There is daily reporting to the Director 
of Nursing of all episodes of restrain/seclusion. 


B. Serious Injury or Death Resulting from Restraint or Seclusion: 


Each injury or death is a sentinel event, requiring a root cause analysis and immediate 
notification to the Risk Manager, Chief Nursing Officer, Chief of Service, Medical Director and 
others as outlined in the Sentinel Event Policy. 
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CMS Death Reporting Requirement: 


Reportable deaths include: 


1. 
Z 


3. 


Each death that occurs while a patient is in restraint or seclusion. 

Each death that occurs within 24 hours after the patient has been removed from restraint 
or seclusion. 

Each death known to the hospital that occurs within 1 week after the restraint or seclusion 
where it is reasonable to assume that use of restraint or placement in seclusion 
contributed directly or indirectly to a patient's death. 

“Reasonable to assume” includes, but is not limited to, deaths related to restrictions of 
movement for prolonged periods of time, or death related to chest compression, restriction 
of breathing or asphyxiation. See Exhibit Vi Hospital Restraint/Seclusion Death 
Report Worksheet. 


Reporting requirements vary depending on the circumstances of patient's death. 


A 


Death involving soft two-point wrist restraints and no use of seclusion 

Information about the death is recorded into an internal log or other system which will be 
maintained by the facility. Each entry in the record must be made no later than seven (7) 
days after the date of patient’s death. The record must include the patient's name, date of 
birth, date of death, attending physician, primary diagnosis (es) and medical record number. 
The information must be made available to CMS in either written or electronic form 
immediately upon request. 

Death involving all other types of restraints and all forms of seclusion 

Reporting to CMS (Center for Medicare/Medicaid Services) is done either by telephone, 
facsimile, or electronic reporting to the Regional Office no later than the close of business on 
the next business day following knowledge of the patient's death. Staff must document in the 
patient's medical record the date and time the death was reported to CMS. 


Reports are made by Office of Risk Management to NYPORTS (Non-Psychiatry settings) and 
NYMIRS (Psychiatry) as required. Deaths/serious injury of behavioral health patient in 
restraint/seclusion are made by Behavioral Health Administrator to OMH (NYSOMH) as required 
by Mental Hygiene law. 
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PROCEDURE: 
RESPONSIBLE STAFF 


> Physician 


ACTION TO BE PERFORMED 


. Writes an order for restraint or seclusion within 30 minutes of 


observing behavior requiring restraint or seclusion or being notified 
that an RN has initiated restraint or seclusion based on her 
observation. Performs a face-to-face assessment as soon as 
possible but no later than 30 minutes on patients who were 
restrained for behavioral health reasons after less restrictive 
measures have been proved to be ineffective. 


Reviews the patient’s chart with special attention to the treatment 
plan and medications and to confirm that less _ restrictive 
interventions have been considered and/or attempted and failed. 


Documents in the patient’s medical record: 
® Mental and physical status 
= Patient's immediate situation 
= Medical and Behavioral condition 
® Medication review 
= Less restrictive interventions attempted 
® Clinical justification for restraints/ seclusion 


Uses the criteria for release in their decision making in continuing 
or discontinuing restraints, reordering or changing medication. 


After consideration of the alternatives to restraint, writes a time- 
limited order for restraints on the Restraint/Seclusion Form: 
® 1:1 observation for patient with violent or self-destructive 
behavior 
Date/ time 
Duration, start/ end times 
Type of restraint and placement 
Clinical justification 


. Reassesses patient at required intervals, if summoned by the RN, 


or whenever there is a change in patient condition. Documents 
findings, revises treatment plan and writes a new order, if indicated. 
Notifies the patient's primary physician when appropriate. 


Participates in the debriefing session. Revises treatment plan, as 
appropriate or consults with the treating physician. 


When a _ patient’s death involving the use of restraints/ seclusion 
occurs, in addition to the facility internal reporting procedure, 
additional documentation in the medical record will include: 

a. Patient’s death was recorded in the internal log or system by 
Risk Management (involving soft two-point wrist restraints and 
no use of seclusion). 

b. Patient's death was reported to CMS by Risk Management 
(involving all other types of restraints and all forms of 
seclusion). 

Verify with Risk Management Office that entry into the internal 

log/system or CMS reporting was done. 
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Registered Nurse 1. Implements least restrictive measures/ interventions, as therapeutic 


3: 


modalities to assist the patient in maintaining an acceptable level of 
control over his/her actions. Examples include, but are not limited to: 


Frequent reorientation 

Environmental modification such as quiet room, soft light, 
soothing sound 

Relocation or redirection to a less stimulating area 

Allowing the patient to verbalize angry and aggressive feelings 
and otherwise ‘talking the patient down. 

Engaging the patient in neutral or therapeutic activities. 

1:1 observation 

Limit setting 

Offering time out 

Verbal intervention 

Administration of Medication as prescribed by the physician. 
Allowing family member or significant other to stay with the 
patient (general care area only) 

Moving patient closer to the nursing station and/or having a 
nursing staff member stay with the patient. 

Documents on the restraint form the alternative measures used 
prior to restraining a patient or placing the patient in seclusion. 
The nurse also documents the reason alternative measures 
were ineffective 


For emergency restraint application/seclusion in the absence of a 
physician: 


Directs the process of restraining the patient. 

Keeps patient placed in restraints on 1:1 supervision (for 
behavioral restraints only). 

Secures a face-to-face assessment within 30 minutes and 
written order from an attending physician or resident deemed 
competent to perform such activities. 

Notifies the RN  Supervisor/Nurse Administrator or 
Administrator-on-Duty of any delay in physician response. 
Documents on the restraint form the date and time of the 
emergency restraint is applied. The nurse also documents the 
type of restraint applied to the patient. 


Performs safety checks: 


a. 


Prior to seclusion: 

o Check the seclusion room and search the patient for objects 
that may pose a danger, i.e., glasses, belt, shoes, jewelry, 
sharp objects. 

o When possible, the patient must be placed in pajamas and 
have no other items at their disposal. Ensure that the patient 
is not in a nude or semi-nude state. 

o At least two staff members, one of whom must be an RN, 
should be present at the time of initiation of seclusion. 
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b. During seclusion, enters the room every hour to assess 
patient’s condition. If the patient is exhibiting behavior that is 
potentially harmful to his or herself in a seclusion an immediate 
assessment will be done to determine an alternative form of 
treatment. If so, the physician shall be notified for an 
immediate assessment and possible change of order. 


4. Explains reasons, goals and objectives of restraint to patient/ 
family. 


5. Informs the nursing supervisor as soon as a patient is placed in 
restraints/seclusion. 


6. Makes an entry on the unit’s Restraint/seclusion Log of the patient’s 
name, chart number, date/time restraint initiated, reason, MD order, 
duration/episodes, reassessments, date/time discontinued. 


7. Monitors patient as ordered or required and documents 
observations every 15 minutes. An assessment of the patient’s 
condition must be made every 30 minutes or more frequently if 
directed by the physician. The condition and behavior must be 
noted on the patient's chart. See Exhibit II: Interdisciplinary 
Integrated Restraint Record. 


Assessments/ observations are to be documented in progress 

notes which include: 

e Skin condition of the restrained limbs, taking note of color, 
sensation, and temperature changes. 

e Changes in mental status, level of anxiety and agitation, 
psychomotor activities, and verbal and non-verbal behavior. 


e Patient's continuing response’ to restraint/ seclusion 
intervention. 


8. Checks vital signs as indicated by the patient’s condition or 
physician's order. Notifies the physician on call if the restrained 
patient exhibits a change in condition including but not limited to the 
following clinical parameters: 

= A temperature of 101°F or above or 96°F and below. 

Blood pressure below 90/70 or above 170/100. 

Pulse below 60 or above 120. 

Respiration below 16 or above 30. 

A deteriorating mental status. 

Chest pain or shortness of breath. 

Evaluates any physical complaint by the patient 
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9. Provides the following nutrition, hydration and physical care: 


10. 


11. 


12. 


e Adjusts restraint application as indicated. 

e Patient should be in an upright position and staff should release 
dominant hand to allow the patient to feed him/herself. A 
nursing staff member must remain with the patient during the 
meal. 

e Additional fluids between meals PRN. 

e Mouth care PRN. 

e Toileting. 


Releases restraints every 2 hours for 5-15 minutes. When the 
patient is in seclusion and falls asleep the door should be opened 
by the assigned staff member and monitoring should continue. 


Inspects the restrained body areas which should be massaged 
(unless contraindicated) and skin lotion applied, provides range of 
motion exercises, and repositions patient. Toileting and 
nourishment should be offered at this time. 


Releases a patient from restraints prior to the order’s expiration 
time if the patient meets release criterion is no longer dangerous. 
Informs the physician and documents the rationale for early 
release. Indicators for removal of restraints include: 

e Termination of causative situation: the patient’s condition 
improves and can be managed by less restrictive forms of 
care 

e The patient regains sufficient control: no longer responding to 
hallucinations or other internal stimuli, able to interact with 
staff, understands and follows direction or accepts 
medication or less restrictive forms of management. 

e Medical indication that the use of restraints requires immediate 
removal (e.g. neuroleptic therapy must be carefully monitored 
for increase in temperature or pulse rate). Under these 
circumstances a physician must be notified immediately. 


When a patient released from restraint prior to the expiration of an 
order makes overt gestures that suggest the threat of serious harm 
to him/her or others, the patient must be reassessed to determine 
the most appropriate/least restrictive measures. 


NOTE: If restraint or seclusion are discontinued prior to expiration of 
the original order, a new order must be obtained prior to reinitiating 
seclusion or reapplying the restraints; and provided further, after the 
original order expires a physician must see and assess the patient, in 
person, before issuing a new order. 


13. 


Nursing observations and Progress Notes documentation required: 


e Progress notes should include response to medication and 
changes in condition. 
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Nursing Supervisor! © 
Nurse Administrator 


e The initial progress note: Must be dated, timed and whether 
the patient consented to have the family informed. 

e Subsequent progress notes: Prior to each subsequent 
period of restraints, a progress note must be written to include 
a description of the patient’s physical activity, verbal content, 
notation of nourishment and elimination needs, and provisions 
for personal hygiene. 

e Discontinuation of restraint: When restraints are 
discontinued, the restraint flow sheet must indicate the date, 
time, and description of the behavior and rationale for 
discontinuing restraint. 


14. Notifies the Nursing Supervisor/ADN when: 
= There is application of restraint on an emergency basis. 
= There is delay in physician response. 
# Reapplication of restraint is necessary. 
= Injury results from or during the restraint episode. 


15. Completes all entries for each patient restraint episode on the 
Restraint Log maintained at the nurse station. 


1. Intervenes when notified to assist in obtaining a physician to do an 
assessment and restraint orders or arranges to get another 
physician to see the patient within the required time frame (within 
30 minutes). 


2. Reports to the Chief Nursing Officer or designee: The number of 
patients on restraint. 


3. Monitors nursing compliance to observations and documentation 
requirements, including completion of the unit's Restraint Log. 


4. Ensures preparation of occurrence reports and other appropriate 
documents in the event of patient injury during restraint. 


5. Informs clinical leadership (Chief of Service, Chief Nursing Officer 
and Medical Director whenever patient experiences 2 or more 
separate episodes within 12 hours. 


6. Informs the Administrator-on-Duty when assistance is needed to 
obtain an MD assessment or any other problem arises concerning 
a patient in restraint or seclusion. 


7. Inthe event of patient injury during restraint or seclusion, conducts 
an investigation in coordination with the Administrator-on-Duty and 
notifies the Chief Nursing Officer /designee as appropriate. 
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Administrator-on-Duty 1. Assists the RN Supervisor/Nurse Administrator to get a physician 
(AOD) when necessary to perform the assessment and obtain restraint or 
seclusion orders, e.g., within 30 minutes, as above. 
2. In the event of patient injury, death or staff injury during restraint 


Medical Director 


Executive Director 
Medical Director 
Chief Nursing Officer 


Chiefs of Service 


Chief Nursing Officer 
Medical Director 
Clinical Leadership 


coordinates examination(s), treatment and investigative activities 
with the Nurse Administrator/Supervisor on duty. Notifies the 
Administrator-on-Call, Medical Director and or Chief of Service, 
Risk Manager and others as appropriate. 


. Assesses restraint and seclusion practice information and when 


necessary, provides oversight and medical direction to reduce 
restraint usage and expand use of alternative interventions hospital 
wide. 


. Ensures that the restraint and seclusion policies are reviewed and, 


if necessary, revised in compliance with City, State and Federal 
laws, the guidelines of all regulatory and accrediting agencies and 
those of the NYC Health and Hospitals Corporation. At a minimum, 
representatives of the Medical Staff, Nursing, Administration and 
Hospital Police will be part of the review process. 


. Ensures that all direct care staff and other appropriate staff 


including receive documented orientation and periodic instruction in 
the techniques of safe application of restraints and seclusion, 
assessments, the laws and regulations, and policies, and 
procedures governing the use of restraints and seclusion in the 
hospital. 


Ensures that the Hospital's Performance Improvement Program 
assesses all episodes of restraint and/or seclusion and performs 
trend analysis to identify opportunities for improvement in order to 
reduce usage and reinforce alternative measures. 


1 Reviews each case of extended or multiple episodes of restraint. 


When a patient was restrained for violent or self-destructive 
reasons, reviews each instance where an individual remained in 
restraint more than 4 hours or had 2 or more episodes of restraint 
in 12 hours. 


Conducts ongoing multidisciplinary reviews to assess patterns, 
trends and identify instances where preventive less restrictive 
measures would have been more appropriate and implements 
corrective actions, when indicated. 


Maintains a record of all episodes of restraint/seclusion hospital 
wide to identify inappropriate usage. 


Ensures data and trend analysis and collaborates with clinical 
leadership in a unified strategy to reduce usage within psychiatry 
and the facility. 
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3. Complies with all reporting and investigative regulations in the event 
of serious injury or death of a patient in restraint/seclusion. 


4. Oversees usage reduction efforts. 


5. Reports on monitoring activities to the appropriate Performance 
Improvement Committees. 


RESTRAINTS USE ON NON BEHAVIORAL HEALTH UNITS 
Types of Restraints Permitted on General Care Units: 


e = Bilateral Wrist, Wrist and Ankle, Vests and Mittens 
e Handcuff as Restraints, must never be ordered by clinical personnel. 


Indications for Restraint/Seclusion on General Care Units: 


1. Restraint for the management of patients with violent or self-destructive behavior may only be used 
to manage violent or self-destructive behavior that jeopardizes the immediate physical safety of the 
patient, a staff member, or others. 


2. Restraints for the management of patients with non- violent and non- self-destructive behavior are 
driven by an acute medical problem. 


Initiation of Restraints Orders on General Care Units: 


Restraints for patients with violent or self-destructive behavior: When ordered for behavioral health 
reasons, it must be ordered by an LIP (licensed independent practitioner (MD, Resident, PA or NP) 
with a delineated competency to order restraint after a face to face examination of the patient. 
Restraint orders are timed for no more than 24 hours. 


Initiation of Restraint in the absence of a physician: A patient may be placed in restraints only by or 
under the direct supervision of a registered professional nurse. When restraint has been placed under 
the direct RN supervision for emergency purposes, a face-to-face assessment and written order must be 
obtained within one (1) hour. Patients place on restraint for behavioral reasons must be placed on a 
1:1 constant supervision/ observation. 


Patient Observation Frequency and Documentation 


1. Patients restrained for non-violent or non-self-destructive behavior (non-behavioral 
health): The regulations require that the patient's physical and emotional state must be 
continually assessed, monitored, and reevaluated. Constant direct supervision is not required 
unless the patient’s condition warrants this level of observation. Documented nursing 
observations are required at least every thirty (30) minutes. 


Non- violent or non-self-destructive behavior restraints: An LIP order is required within one 
(1) hour of emergency restraint after a face-to-face assessment is completed. Orders must be 
renewed or reissued each calendar day (one order covers the entire day) after the patient is 
examined by the LIP. Renewed orders must be clinically justified. 
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PROCEDURE: 
RESPONSIBLE STAFF 


> Physician (General 
Care Units) 


ACTION TO BE PERFORMED 


1. Writes an order for restraint or seclusion within one hour of 
observing behavior requiring restraint or seclusion or being 
notified that an RN has initiated restraint or seclusion based on 
her observation. Performs a face-to-face assessment as soon as 
possible but no later than one hour on patients who were 
restrained during an emergency situation for medical or behavioral 
health reasons after less restrictive measures have been proved 
to be ineffective. 


3. Reviews the patient's chart with special attention to the treatment 
plan and medications and to confirm that less _ restrictive 
interventions have been considered and/or attempted and failed. 


3. Documents in the patient’s medical record: 
= Mental and physical status 
= Patient’s immediate situation 
= Medical and Behavioral condition 
® Medication review 
8 Less restrictive interventions attempted 
® Clinical justification for restraints/ seclusion 


5. Exercises professional judgment in continuing or discontinuing 
restraints, reordering or changing medication. 


5. After consideration of the alternatives to restraint, writes a time- 
limited order for restraints on the Restraint Form: 

= 1:1 observation for patient with violent or self-destructive 
behavior 
Date/ time 
Duration, start/ end times 
Type of restraint and placement 
Clinical justification 
Note: The patient's treating attending physician shall be consulted as 
soon as possible if the attending physician did not order the restraint 
/ seclusion. 


6. Reassesses patient at required intervals, if summoned by the RN, 
or whenever there is a change in patient condition. Documents 
findings, revises treatment plan and writes a new order, if indicated. 
Notifies the patient's primary physician when appropriate. 


9. If the patient is restrained for violent or self-destructive behavior, 
participates in the debriefing session. Revises treatment plan, as 
appropriate or consults with the treating physician. 


10. When a _ patient’s death involving the use of restraints/ seclusion 
occurs, in addition to the facility internal reporting procedure, 
additional documentation in the medical record will include: 

c. Patient's death was recorded in the internal log or system by 
Risk Management (involving soft two-point wrist restraints and 
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no use of seclusion). 

d. Patient's death was reported to CMS by Risk Management 
(involving all other types of restraints and all forms of 
seclusion). 

Verify with Risk Management Office that entry into the internal 

log/system or CMS reporting was done. 


Registered Nurse 1. Implements least restrictive measures/ interventions, as therapeutic 
(Emergency modalities to assist the patient in maintaining an acceptable level of 
Department / General control over his/her actions. Examples include, but are not limited 
Care Units) 19s 


= Frequent reorientation 

® Environmental modification such as quiet room, soft light , 

soothing sound 

Relocation or redirection to a less stimulating area 

Allowing the patient to verbalize angry and aggressive 

feelings and otherwise ‘talking the patient down.’ 

Engaging the patient in neutral or therapeutic activities. 

1:1 observation 

Limit setting 

Offering time out 

Verbal intervention 

Administration of Medication as prescribed by the physician. 

Allowing family member or significant other to stay with the 

patient (general care area only) 

Moving patient closer to the nursing station and/or having a 

nursing staff member stay with the patient. 

e Documents on the restraint form the alternative measures 
used prior to restraining a patient or placing the patient in 
seclusion. The nurse also documents the reason alternative 
measures were ineffective 


2. For emergency restraint application and violent or self-destructive 
behavior restraint, in the absence of a physician: 

a. Directs the process of restraining the patient. 

b. Keeps patient placed in restraints on 1:1 supervision (for 
behavioral restraints only). 

c. Secures a face-to-face assessment within 30 minutes (for 
behavioral restraint/seclusion only) and written order 
from an attending physician or resident deemed 
competent to perform such activities: 

d. Notifies the RN  Supervisor/Nurse Administrator or 
Administrator-on-Duty of any delay in physician response 

e. Documents on the restraint form the date and time of the 

emergency restraint is applied. The nurse also documents the 

type of restraint applied to the patient. 


3. Explains reasons, goals and objectives of restraint to patient/ 
family. 


4. Informs the nursing supervisor as soon as a patient is placed in 
restraints. 
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5. Makes an entry on the unit’s Restraint Log of the patient’s name, 
chart number, date/time restraint initiated, reason, MD order, 
duration/episodes, reassessments, date/time discontinued. 


6. Monitors patient as ordered or required and documents 
observations: 
® Patients with violent or self-destructive behavior: every 15 
minutes. An assessment of the patient’s condition must 
be made every 30 minutes or more frequently if 
directed by the physician. The condition and behavior 
must be noted on the patient’s chart. See Exhibit II: 
Interdisciplinary Integrated Restraint Record. 
n Patients with non-violent or non-self-destructive behavior: 

e every 30 minutes or more frequently as indicated by 
the patient’s condition or physician's order and 
documented. See Exhibit |: Interdisciplinary 
Integrated Restraint Record 


Assessments/ observations are to be documented in progress 
notes which include: 
® Skin condition of the restrained limbs, taking note of color, 
sensation, and temperature changes. 
= Changes in mental status, level of anxiety and agitation, 
psychomotor activities, and verbal and non-verbal 
behavior. 


Patient's continuing response to restraint/ seclusion 
intervention. 


7. Checks vital signs as indicated by the patient's condition or 
physician’s order. Notifies the physician on call if the restrained 
patient exhibits a change in condition including but not limited to the 
following clinical parameters: 

A temperature of 101°F or above or 96°F and below. 

Blood pressure below 90/70 or above 170/100. 

Pulse below 60 or above 120. 

Respiration below 16 or above 30. 

A deteriorating mental status. 

Chest pain or shortness of breath. 

Evaluates any physical complaint by the patient 
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8. Provides the following nutrition, hydration and physical care: 

(a) Adjusts restraint application as indicated. 

(b) Feeds patient at mealtime and offers snacks. The staff 
should raise the head of the bed and feed patient in an 
upright position only. If appropriate, allows the patient to 
feed him/herself. A nursing staff member must remain with 
the patient during the meal. 

(c) Additional fluids between meals PRN. 

(d) Mouth care PRN. 

(e) Toileting. 


9. Releases restraints every 2 hours for 5-15 minutes, except when the 
patient is asleep. When a patient is asleep, a two-finger check 
should be made for any limb restraints, i.e., two fingers should be 
placed between the patient's wrist or ankle and the restraint to 
ensure that they are not restricting the patient’s circulation. When 
the patient is in seclusion and falls asleep the door should be 
opened by the assigned staff member and monitoring should 
continue. 


Inspects the restrained body areas which should be massaged 
(unless contraindicated) and skin lotion applied, provides range of 
motion exercises, and repositions patient. Toileting and 
nourishment should be offered at this time. 


10. Releases a patient from restraints prior to the order's expiration 
time if the patient meets release criterion is no longer dangerous. If 
restraint was for psychiatry/behavioral health reasons, informs the 
physician and documents the rationale for early release. 

Indicators for removal of restraints include: 

e Termination of causative situation: the patient's 
condition improves and can be managed by less 
restrictive forms of care 

e The patient regains sufficient control: no longer 
responding to hallucinations or other internal 
stimuli, able to interact with staff, understands 
and follows direction or accepts medication or 
less restrictive forms of management. 

e Medical indication that the use of restraints 
requires immediate removal (e.g. neuroleptic 
therapy must be carefully monitored for increase 
in temperature or pulse rate). Under these 
circumstances a physician must be _ notified 
immediately. 


11. When a patient released from restraint prior to the expiration of an 
order makes overt gestures that suggest the threat of serious harm 
to him/her or others, the patient may be re-restrained pursuant to 
the original order. 
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NOTE: If restraints are discontinued prior to expiration of the original 
order, a new order must be obtained prior to reinitiating or reapplying 
the restraints; and provided further, after the original order expires a 
physician must see and assess the patient, in person, before issuing a 
new order. 


13. Nursing observations and Progress Notes documentation required: 


For patients with violent or self-destructive behavior reasons: 


= Documents an assessment of the patient’s condition on the restraint 
flow sheet when restraints are applied and every thirty (30) 
minutes. 

= Enters documentation of the 15 minutes observations on the 
Interdisciplinary Integrated Restraint Record For Patients With 
violent or self-destructive behavior. 


For patients with non- violent or non-self-destructive behavior: 
= Documents in the progress note when restraints are applied and 
at least once every shift. 
= Documents the 30-minute observations and interventions on the 
Interdisciplinary Integrated Restraint Record. 


Progress notes should include response to medication and changes in 
condition. 


The initial progress note: Must be dated, timed and whether the 
patient consented to have the family informed. 


Subsequent progress notes: Prior to each subsequent period of 
restraints, a progress note must be written to include a description of 
the patient’s physical activity, verbal content, notation of nourishment 
and elimination needs, and provisions for personal hygiene. 


Discontinuation of restraint: When restraints are discontinued, the 
restraint flow sheet must indicate the date, time, and description of the 
behavior and rationale for discontinuing restraint. 


14. Notifies the Nursing Supervisor/ADN when: 
= There is application of restraint on an emergency basis. 

There is delay in physician response. 

Reapplication of restraint is necessary. 

Injury results from or during the restraint episode. 
A patient with violent or self-destructive behavior remains in 
restraint for more than 12 hours, or experiences 2 or more 
episodes of restraint of any duration within 12 hours. 


15. Completes all entries for each patient restraint episode on the 
Restraint Log maintained at the nurse station. 
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Nursing Supervisor/ 
Nurse Administrator 


Administrator-on-Duty 
(AOD) 


Medical Director 


1. 


Intervenes when notified to assist in obtaining a physician to do an 
assessment and restraint orders or arranges to get another 
physician to see the patient within the required time frame (within 
30 minutes). 


Reports to the Chief Nursing Officer or designee: The number of 
patients on restraint. 


Monitors nursing compliance to observations and documentation 
requirements, including completion of the unit’s Restraint Log. 


Ensures preparation of occurrence reports and other appropriate 
documents in the event of patient injury during restraint. 


Informs clinical leadership (Chief of Service, Chief Nursing Officer 
and Medical Director whenever a violent or self-destructive 
behavior patient remains in restraint or seclusion for more than 4 
hours or experiences 2 or more separate episodes within 12 
hours. 


Informs the Administrator-on-Duty when assistance is needed to 
obtain an LIP assessment or any other problem arises concerning 
a patient in restraint or seclusion. 


In the event of patient injury during restraint or seclusion, 
conducts an investigation in coordination with the Administrator- 
on-Duty and notifies the Chief Nursing Officer /designee as 
appropriate. 


Assists the RN Supervisor/Nurse Administrator to get a physician 
when necessary to perform the assessment and obtain restraint or 
seclusion orders, e.g., within 30 minutes, as above. 


In the event of patient injury, death or staff injury during restraint 
coordinates examination(s), treatment and investigative activities 
with the Nurse Administrator/Supervisor on duty. Notifies the 
Administrator-on-Call, Medical Director and or Chief of Service, 
Risk Manager and others as appropriate. 


. Assesses restraint and seclusion practice information and when 


necessary, provides oversight and medical direction to reduce 
restraint usage and expand use of alternative interventions hospital 
wide. 
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Executive Director 
Medical Director 
Chief Nursing Officer 


Chiefs of Service 


Chief Nursing Officer 
Medical Director 
Clinical Leadership 


5. Ensures that the restraint and seclusion policies are reviewed and, 


a 


if necessary, revised in compliance with City, State and Federal 
laws, the guidelines of all regulatory and accrediting agencies and 
those of the NYC Health and Hospitals Corporation. At a minimum, 
representatives of the Medical Staff, Nursing, Administration and 
Hospital Police will be part of the review process. 


. Ensures that all direct care staff and other appropriate staff 


including Hospital Police, receive documented orientation and 
periodic instruction in the techniques of safe application of restraints 
, assessments, the laws and regulations, and policies, and 
procedures governing the use of restraints in the hospital. 


Ensures that the Hospital’s Performance Improvement Program 
assesses all episodes of restraint and performs trend analysis to 
identify opportunities for improvement in order to reduce usage and 
reinforce alternative measures. 


Reviews each case of extended or multiple episodes of restraint. 
When a patient was restrained for violent or self-destructive 
reasons, reviews each instance where an individual remained in 
restraint more than 4 hours or had 2 or more episodes of restraint 
in 12 hours. 


Conducts ongoing multidisciplinary reviews to assess patterns, 
trends and identify instances where preventive less restrictive 
measures would have been more appropriate and implements 
corrective actions, when indicated. 


Maintains a record of all episodes of restraint/seclusion hospital 
wide to identify inappropriate usage. 


Ensures data and trend analysis and collaborates with clinical 
leadership in a unified strategy to reduce usage within psychiatry 
and the facility. 


. Complies with all reporting and investigative regulations in the event 


of serious injury or death of a patient in restraint/seclusion. 
Oversees usage reduction efforts. 


Reports on monitoring activities to the appropriate Performance 
Improvement Committees. 
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REFERENCES: 


e Accreditation Manual for Hospitals and Joint Commission Standards on Restraints and Seclusion. 

e Mental Hygiene Law 33.04, 14NYCRR 27.7. and 14NYCRR 524.7 

e New York City Health and Hospitals Corporation: (NYC HHC): Guidelines for Developing Facility 
Specific Restraint and Seclusion Policies: 

e Center for Medicare and Medicaid Services (CMS) Hospitals Condition of Participation: Patients’ 
Rights, 42 CFR Section 482.13. 

e Center for Medicare and Medicaid Services (CMS). Federal Register. 42 CFR Parts 482 and 485. 

Patient Rights, 482.13, Vol. 77, No. 95. May 16, 2012 

Inside the Joint Commission 

Greater New York Hospital Association ML-11 

NYSOMH- Policy Manual —Patient Care- Patient Management Section PC-701 

OMH Implementation Guidelines: 14 NYCRR §526.4 Restraint and Seclusion 
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POLICY STATEMENT: 


Prevention and management of violent, crisis states is a key component in the creation of a safe and therapeutic 
environment. Essential to this goal of a safe and therapeutic environment are processes and activities of staff 
that are reflected in assessment, in the staff interaction and intervention and in our follow-up/debriefing 
outcomes. 


PURPOSE: 


To provide guidelines to the staff processes of patient assessment; treatment planning which includes day-to- 
day interaction and intervention, documentation and post event acute analysis or debriefing. 


SCOPE 
Applies to all patients in Metropolitan Behavioral Health Services (BHS). 
DEFINITIONS 


Assessment — Aggression/Violence risk assessment includes both generalized Situation Monitoring and 
Individualized assessment tools such as the Broset Violence Checklist (BVC), REACT Handoff and CALMS tool 


Aagression - A domineering, forceful, threatening or assaultive verbal or physical action intended to harm 
someone or something. 


BEST Team — Combination of clinical and support personnel assembled to assist to maintain safety or provide 
protective intervention(s) in the event of a safety breach. 


Debrief Follow-Up — Post incident or BEST Team staff huddle to review the effectiveness of the response and 
identify opportunities for improvement, especially trigger identification, redirection, de-escalation and use of 
crisis plan. 
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Documentation — Shift to shift SBAR and interdisciplinary medical record entries that are specific regarding 
identified aggression / violence problems and viable solutions to address the problems. 


Individual Crisis Plan — A mutual agreement between the patient and treatment team that identifies individual 
aggression / violence risk triggers and preferred plans to mitigate the risk. 


Interaction - Relationship building between patient and staff that assists to avert aggression / violence. 
Intervention — Protective actions consistent with PMCS techniques that assist to maintain safety. 


Situation Monitoring — Process of actively scanning and assessing situational elements to gain information 
and understanding that supports a safe team environment. 


Violence - The application of severe force exerted to damage or otherwise abuse something or someone. 


RESPONSIBILITY 


All interdisciplinary team members are trained in Preventing and Managing Crisis Situations (PMCS) and are 
responsible for the implementation of this policy. 


PROCEDURE 


A. ASSESSMENT 

1) On presentation to the psychiatric emergency room and on admission, the RN completes the 
Broset Violence Assessment Checklist every 12 hours for first 72 hours post admission. 

e If the patient displays any of the target behaviors and/or scores 3 or more in the Broset, 
the RN must report immediately to the MD and the treatment team for appropriate 
intervention such as special observation, pharmacotherapy or milieu management. 

« Documentation of the reassessment and the patient's response to the interventions 
must be done by all treatment team. 

e Using the patients’ Individual Crisis Plan (ICP) and all available collateral information 
before the recipient arrives to the Psychiatry clinical area must be included in the review 
by the team. 

e The RN can initiate appropriate precautions and within 30 minutes, patient needs to be 
seen by an MD. 

2) After admission, RNs utilize the REACT communication tool as a handoff tool (intershift or shift 
to shift) that describes behaviors; precursor to violence and/or aggression; and includes all 
strategies found effective in handling patient's violence risk. REACT represents R- refusal to 
treatment; E-Evasive; A- Anger or aggression, C- Conflicts with peers or staff; and T- Testing 

limits. : ° ' 

3) Team updates treatment plan based on any changes in the patient's Individual Crisis Plan (ICP) 
with an emphasis on risk reduction strategies. 

4) Milieu assessment includes identification of potential triggers in the environment and plans to 
alleviate the environmental conditions. 


B. INTERACTION AND INTERVENTION 

1) Relationship building with the patient before crisis ensues or develops. 

2) Reinforce coping skills and attempt to teach new ones or new approaches. 

3) Positive patient-staff interaction. 

4) Employ learned skills and approaches (i.e PMCS) to identify stages of behavior and 
appropriate intervention. 

5) Focus on interventions that are least restrictive, preventive, and calming measures, such 
as: use of Sensory Basket, use of sensory room, quiet moment and oral medications may 
be offered. 

6) Assess for escalation and provide therapeutic choices to the patient. 
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INTERACTION AND INTERVENTION (continued) 


7) 
8) 
9) 


Ensure continuous safety of the palient and other patients. 

Maintain a supportive stance in all interactions. 

Call the Behavioral Emergency Support Team (BEST) ext 5500 should the patient 
demonstrate more evident aggressive or threatening behaviors. Continue to utilize least 
restrictive measures unless the use of a physical or manual intervention is justified. 


10) Use ‘TAP OUT’ upon recognition of staff limitation in the current intervention with the 


patient. 


11) Use CALMS (a proactive tool) to assess the following for patients who are high risk (3 or 


more on the Broset) for aggression to self/others as an adjunctive assessment as needed: 
C- Do you have command auditory hallucinations? 
A- Are you angry/upset about 2 
L- Do you feel like losing control? 
M- Is there anything in the milieu (staff or patient or event) that is making you upset? 
S- Do you feel like hurting yourself (suicidal)? 


C. DOCUMENTATION 


Documentation is specific to problems identified and risk reduction strategies utilized that have 


been: 


1) 


RN completes the Broset Violence Assessment Checklist on presentation to the 
psychiatric emergency room and on admission to the inpatient psychiatric unit, every 12 
hours for first 72 hours post admission. 

RN completes the REACT tool to provide information to the team during the SBAR. 

RN initiates, completes and revises the Individual Crisis Plan within the 18! 7 days post 
patient admission. 

RN completes the CALMS completed every as needed for to determine patient's 
mental/behavioral state. 


D. DEBRIEFING 


1) 


2) 


3) 


Immediately following a crisis and no more than 24 hours later, all key staff (treatment team 
and appropriate supervisory staff; involved in the crisis shall conduct a post-acute event 
analysis. 

The goals of formal debriefing include the following: 

a. To evaluate physical and emotional impact on all involved persons; 

b. To identify any need to provide counseling or support for the patients (and staff) 
involved for any trauma that may have resulted; — 

c. To prevent the future use of restraint by assisting the patient and staff in identifying 
what led to the incident and what could have been done differently and whether or 
not all alternatives to restraint were considered; 

d. To address organizational changes with regards to culture, philosophy, policies 
and procedures, environment of care, treatment approaches, staff education and 
training. 

Focus of the post event analysis must include the following: 
a) Establish a supportive environment 
b) Assess the patient and staff immediate needs 
c) Explore both aspects that worked well and areas needing improvement 
d) Identify steps to be taken to return to pre-crisis milieu/status 
e) Assure communication among Leadership, families, unit staff and patient. 
f) Begin to evaluate need for emotional support and post-trauma intervention, if 
needed. 
g) Modify patient's individual crisis plan. 


Policy and Procedure Manual ee : 
Subject: Section: Page _ Of 


Assessment and Management of Violence Risk and Aggression ADM 0628 


E. STAFF TRAINING AND COMPETENCY 


1) All staff members in Psychiatry will attend Preventing and Managing Crisis Situation 
(PMCS) Training on orientation and annually thereafter. 

2) All direct care staff will learn the appropriate use of Restraints and approved PMCS 
techniques and procedures. 


REFERENCES: 


1) American Psychiatric Nurses’ Association. (2008). Position Statement on Workplace Violence. 
Retrieved September 9, 2009, Website: www.apna.org 

2) Bisconer, S.W., Green, M., Mallon-Czajka, J., & Johnson, J.S. (2006) Managing Aggression in a 
Psychiatric Hospital Using a Behavior Plan: A case Study., Journal of Psychiatric and mental health 
Nursing, 13, 515-521 

3) Preventing and Managing Crisis Situations (2014) Albany, NY: New York State Office of Mental 
Health 

4) Stubbs, B., Leadbetter, D., Patterson, B., Yorston, G., Knight, C., & Davis, S. (2009). Physical 
Intervention: a review of the literature on its use, staff and patient views, and the impact of training, 
Journal of Psychiatric and Mental Health Nursing, 16, 99-105. 


Attachments: 


1) Broset Violence Checklist 
2) Individual Crisis Plan 

3) REACT 

4) CALMS 

5) Debriefing Tool 


Related Policies: 


1) Use of Restraints 
2) Use of Sensory Room 


Revision Required Responsible Staff Name and Title 


Jocelyn C. Perez, R.N., Sr. Associate Director of Nursing 


Metropolitan Hospital Center 
Behavioral Health Services 


Date: 
Broset Violence Checklist (BVC) 

Directions for Use: The BVC is a short checklist used to help predict violent behavior during the next 24 hours. The checklist 

wili be completed udon admission anc daily until the patient scores tess then 2. 

Score (1) if presen: or (0) if absent curing the 24 hour pericd preceding scoring. For well-known patients an 

increase in the behavior described by the item is scored as (1), but if patient is at baseline and is non-violent, 

score item as (0). 

Behaviors TOUR 1 TOUR 2 TOUR 3 

Confused 0 1 0 1 | 0 a 
Irritable 0 4 0 1 0 4 
Boisterous (loud, unruly) 0 1 0 1 0 1 
Physically threatening 9) 1 0 4 | 0 1 
Verbally threatenin () 1 0 4 0 1 
Attacking objects 0 { 0 4 0 i! 
Sum Today's Total Score Total Score Total Score Total Score 


***Eollowing questions to be completed by Tour 3 RN Only *** (BY 12 MIDNIGHT) 


Completed by: RN 

Date: Time: 

Yesterday's Score was ; 

Violent behavior past 24 hours? Yes No 

Stat doses off psychotropic medications administered in the past 24 hours? Yes No 


Metropolitan: 089 03/2009 


Room: _- 
Pt. Initials: 


Signature/ Time 4A 


Signature/ Time 1A 


Signature/ Time. 10P 


7A wRhzL ts PPPs te s ove i & 34 133 


Signature/ Time 


CALMS 


C= command haflucinations-What are the voices saying? 


A- Angry, Agitated- What are you upset about? 

L- Losing control Signature/ Time 10A : 
Do you feel like you are losing control? 

M- Milieu 
Is there anything in the environment making you upset? 
Is there any patient or staff making you upset? 

S- Suicidality 

Feeling suicidal Self injurious 

Do you feel someone wants to hurt you? 

Do you want to hurt someone? 

Do you want to hurt someone on the unit? 

Do you feel that someone wants to hurt you? 


Signature/ Time 4P 


Signature/Time 


iP 


Signature/ Time 1P 
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INDIVIDUAL CRISIS PLAN 


1. TRIGGERS: 
(Check all that apply) 


___ Feeling pressured ___ Bedtime 

_____ Room checks Arguments 

___ Large men a Being isolated 
__ Yelling oo Being touched 
___ People too close Loud noises 

___ Not being listened to —_ Not having control 
___ Lack of privacy ____ Being stared at 
____ Feeling lonely Others (specify) 
___ Darkness ie 


Being teased / picked on 


What makes you feel scared, upset, or angry? 


Is there a particular time of day / night? 


Is there a particular time of year? 


Does contact with family upset you? 


2. EARLY WARNING SIGNS: 
What might you or others notice or what you might feel just before losing control? 
(Check all that apply): 


___Restlessness Sensation of tightness in chest 

___ Agitation mr Eating more 

___ Shortness of breath a Breathing hard 

____ Heart pounding eae Clenching fists 

___ Sweating mea Rocking 

___ Clenching teeth ~~ Loud voice 

___ Weinging hands ~~ Cannot sit still 

___ Bouncing legs a Pacing 

___ Shaking Singing inappropriately 
Crying os Others (specify) 


Giggling 


3. INDIVIDUAL STRATEGIES: 
What are some things that help you calm down when you start to get upset? 
(Check all that apply): 


Time alone Listening to peaceful music 
Male staff support 

Female staff support 
Taking a hot shower 
Punching a pillow 


Reading a book 

Pacing 

Coloring 

Hugging a stuffed animal 

Screaming into a pillow Taking a cold shower 

___ Being left alone Using the gym 

Seem an EY | eee reine ~~~ = Spiriteab practice s=fprayer-meditatton-reflection)—--—~- 
Exercising Calling friends or family (Who) 

Going for a walk 

Talking to peers/someone who will listen 

Other: 


FELL | 


Writing in a journal 
Having your hand held 
Lying down 


Using cold face cloth 


Seen 


Humor 


What does not help you when you get upset? (Check all that apply): 


o2 Being alone ____ Humor 

___ Being ignored Not being listened to 

___ Having many people avoid me i, Having space 

— Staff not taking me seriously Being told to stay in any room 
___ Loud tone of voice . Peers teasing 


4. PREFERENCES IN EXTREME EMERGENCIES: 
If a more restrictive measure is necessary despite all efforts, please identify preferences: 


(Check all that apply): 


Room care plan 

Medication: by Mouth by Injection 

Prefer women / men a 

Hold my hands, do not restrain my body 

Consider racial, cultural, and religious factors 

Pre-existing medical conditions that place you at risk 

Physical disabilities / limitations that place you at risk 

Are you able to communicate with staff when you are having a hard time? 
If not, what can staff do to help? 


Primary Nurse Date Initials Date Initials 
Date Reviewed Initials Date Initials Date Initials 


Date Initials Date Initials 


METROPOLITAN HOSPITAL CENTER 
BEHAVIORAL HEALTH SERVICES 
NURSING SBAR CHANGE OF SHIFT REPORT 


REACT 
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DATEOFADMISSION. = SOPRECAUTIONS. DIAGNOSIS: ee ee 
CHIEF COMPLAINTS / HX OF ADM, * DISPOSITION / DISCHARGE PLAN___ 


HIGH / ALERT PTS USE THE FF CODES: 


R. 1. REFUSALS AND DEMANDS-REFUSAL of MEDS 6. MEDICATION EFFECTIVENESS 
FE. 2. EVASIONAND DEVIATION 7. ATTITUDES AND TREATMENTS 
A. 3. AGITATIONAND/ OR INTRUSIVENESS 8. EARLY WARNING SIGNS 
C. 4. CONFLICTS 9. PSYCHOLOGICAL TRIGGERS 
T. 8 TESTING LIMITS 10. BEHAVIORAL INTERVENTIONS 
TOUR - 1 

DATE: (MONDAY) 

ASSESSMENT: - ASSESSMENT: 

2ECOMMENDATION RECOMMENDATION 
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ASSESSMENT: ASSESSMENT: 
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DATE: 
ASSESSMENT: 
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PURPOSE 

To set standard for: a) use of restraints; b) restraints application/removal by trained/competent staff for safety; c) Pl 
activities to reduce/eliminate use of restraints; and d) regulation of use of restraints in compliance with accreditation/ 
regulatory agencies.. 


POLICY 

All attempts shall be made to prevent use of restraints (e.g., physical and psychological harm, loss of dignity, violation of 
rights and death). Restraints shall only be used in clinically justifiable situations and after all reasonable less restrictive 
alternatives or preventative strategies are tried and/or rejected by patient or had potential for negative impact. 


Patient preferences/recommendations shall be considered in determining appropriate interventions. Performance 
Improvement activities shall support reduction/elimination of restraints. Criterion for release of restraint for behavioral 
reasons is achievement of specific behavioral objective, directly related to the situation that caused the restraint 
episode. 


This policy is consistent with New York State Office of Mental Health’s (OMH) emphasis on recovery & commitment to 
reduction of restraint use. New York City Health + Hospitals/Metropolitan's commitment is demonstrated by assuring all 
staff are trained to utilize clinical intervention strategies that contribute to therapeutic communication, negotiation, 
problem solving, prevention of power struggles between patients and staff; proactive prevention and management of 
crisis behavior through use of de-escalation strategies, trauma informed interventions, and least restrictive measures. 


Clinical indications and judgment shall outweigh known contraindications for use of restraint. Restraints shall not be 
employed as coercion, discipline or punishment for convenience or as retaliation by staff, or substitute for treatment 
programs. Certain medical situations that may contradict use of restraint include: physical and/or medical conditions that 
impair circulation or thermoregulation; developmental disability; variable environmental conditions (e.g., humid or too 
hot); skin fragility-especially elderly patients; and past history of sexual or physical abuse. 


DEFINITIONS 

1. Restraint: any manual method, physical or mechanical device, material or equipment that immobilizes or reduces 
ability to move arms, legs, body freely/or a drug or medication when used as a restriction to manage patient's 
behavior or restrict freedom of movement, and not a standard treatment or dosage for the patient's condition. 

2. Formal Debriefing: a collaborative process among treatment team, patient, and other involved parties, 
designed to rigorously analyze use of restraint intervention to examine the incident that lead to restraint use 
and facilitate improved future outcomes by managing the event more effectively or preventing recurrence. 

3. Manual hold: involuntary holding/pinning to restrict movement of head, arms or body. Use to facilitate safe 
administration of court ordered or emergency medications administered over patient’s objection or other 
physical interventions designed to involuntarily hold or pin to restrict movement. This is not to exceed 10 minutes 

4. Restraint episode: defined as each time a physician writes an order for restraints. 
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INDICATIONS 


alt: 


2. 


Non-Violent/Non-Self Destructive 
A. Removal of medical devices, e.g., ET tube, IV lines, medical equipment, dressings & others. 

. Injury to operative site. 

. Patient actions endangering self, e.g., thrashing in bed; attempting to get out of bed that may cause harm 
(including behavior related to acute withdrawal syndrome). 

. Patient's diagnosis or condition may unpredictably harm self; e.g., weaning intubated patient or intubated 
patient with neurological condition that may cause unpredictably/sudden awakening and have significant risk of 
self-extubation before staff can intervene. 

Violent/Self-Destructive: used in any setting, and only in an emergency with an imminent risk of a patient physically 

harming self or others and other less restrictive interventions failed or are not feasible. 


B 
C 
D 


EXCEPTIONS TO POLICY 
These guidelines are for any type of approved/authorized restraint or mechanical device used to limit patient's ability to 


1. 


6. 


move, to protect patient or others from injury. This excludes: 

Standard practices including limitation of mobility or temporary immobilization related to medical, dental, diagnostic 
or surgical procedures; and related post-procedure care processes (e.g., surgical positioning, |V arm boards, 
radiotherapy procedures, protection of surgical/IV insertion sites in pediatric patients). 


. Side rails to provide patient more freedom of movement than if used (e.g., ED, Radiology, L&D, Special Care Units, 


Post Anesthesia Care Unit when under anesthesia/sedation and transporting). 


. Safety restraints for children (e.g., cribs, high chairs, strollers), or use of medically indicated devices intended to 


stabilize a body part (e.g., back brace or splint). 


. Commonly used devices that allow uninhibited movement of all extremities, e.g., tabletop chairs, wheelchair trays or 


lap belts easily removed by patient. 


. These guidelines DO NOT APPLY to forensic and restrictions used for security purposes (as per NYPD Patrol 


Guide, prisoners must wear handcuffs at all times unless physician requests removal to provide medical care). 
Guidelines DO NOT APPLY to therapeutic holding or comforting of children 30 minutes or less. 


TYPES OF RESTRAINT 
Use only commercial restraints; and apply in accordance with manufacturer's instruction. Other permitted forms of 
restraints include: wrist/ankle restraints and mittens; and full side rails. Types of restraints that MUST NEVER be 
used: bed sheets/pillow cases; locked restraints and gauze bandages. 


GUIDELINES 


1. Initiation of restraint: 


A. Restraint may be employed on written order of a licensed independent practitioner (LIP)/resident staff after 
assessment of patient’s physical, psychological and mental status. Immediately notify treating physician and 
attending when a patient is placed on restraints. 

B. Resident staff may write orders for restraints provided one of the following conditions is met: (i) fully licensed 

by the State, OR, provides patient care within framework of an approved Graduate Medical Education program 
and judged competent related to use of restraint (order restraint for violent/self-destructive behavior and conducts 
required “face to face” patient evaluation in restraint); (ii) program specifies description, or delineates through 
medical staff processes clinical skills, abilities or privileges afforded the individual and degrees of supervision 
required, if any; (iii) privileges afforded each trainee are subject to PI activities of the hospital; and (iv) privileges 
and degree of supervision is reviewed/modified as a part of the training program evaluation of the trainee. 


2. Emergency Initiation of Restraints: 


A. In an emergency situation when a patient is engaged in an activity that presents an imminent danger to self or 
others, and a LIP is not immediately available, the RN is authorized to initiate use of restraints. Nursing staff 
and Behavioral Health Associates (BHA) can only apply restraints under the supervision of an RN, must 
document use of restraints, type and rationale for use. LIP/ resident staff must immediately be summoned 
and perform a “face to face” assessment of the patient within 30 minutes of restraint for violent/self- 
destructive behavior & one hour for non-violent/non-self-destructive. 

B. When manual non-mechanical restraint is used however briefly for safe administration of court order or 
emergency medications, or to perform an emergency medical procedure must, the following must be observed: 
(i) Requires a physician's order for such manual restraint; (ii) be 10 minutes as maximum time for such order; 
document actual time however brief in minutes and seconds in patients’ record as per policy; (iii) release after 
10 minutes and decision made to proceed with mechanical restraints or attempt another manual hold at a 
later time; (iv) document same as those for mechanical restraint per policy, with exception of restraint flow 
sheet; and document actions required including, but not limited to, debriefing and family notification. 
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GUIDELINES (con't) 


C. When manual restraint is used for purpose of facilitating placement of a patient in physical restraints, a 
separate order is not needed for manual restraint since an order will be written for mechanical restraint and 
the entire event documented in patient’s record. Mechanical restraint time starts at the moment the manual 
hold started and included in the time limit ordered for mechanical restraints. If patient is willing to have blood 
drawn or receive an intramuscular injection, and clinician, e.g., holds and positions patient's arm for the 
procedure, with the patient free to withdraw or move away from the clinician during procedure if he/she 
chooses, this is not considered a restraint. 

D. Upon unit arrival, LIP/resident evaluates need for restraint, if necessary, writes order, and implement 
responsibilities outlined in this policy. 

E. Keep patient under constant supervision or 1:1 observation as required by patient’s physical condition and 
psychological status pending arrival of LIP/resident staff. 

NOTE: PLACE ON 1:1 OBSERVATION ALL PATIENTS ON RESTRAINTS FOR VIOLENT/SELF- 
DESTRUCTIVE REASONS IN ANY SETTING. 
lf LIP/resident does not arrive within 30 minutes for violent/self destructive restraints, or one hour for non- 
violent/non self-destructive restraints, RN to call clinical supervisor or designee responsible for summoning 
LIP/resident to examine patient and write an order. If such delay does occur, physician and RN in charge has to 
document in clinical record an explanation for: (i) any such delay and description of facts justifying emergency 
restraint; (ii) type of restraint and reasons for less restrictive measures/ interventions not used; and (iii) steps taken 
to assure patient needs, comforts and safety properly addressed. 
NOTE: It is against policy to place objects on or over a patient’s face during restraint procedures. In a 
situation where staff has to exercise precautions to protect staff against biting/spitting during restraint 
episodes, staff to wear personal protective equipment. 
3. Voluntary Restraints: when a patient requests restraints for reasons considered therapeutic, apply restraints 
according to procedures outlined in this policy. 
4. Patient Rights: ensure patients’ right to privacy, confidentiality and respect for human dignity at all times. 
Place restrained patients in a protected environment from potentially violent or provocative patients or visitors, 
preferably in an area of decreased stimulation as clinically indicated. 
5. Responsibilities of LIP/resident staff: 

A. Performs “face to face” patient assessment within 30 minutes of restraint initiation for violent/ self- 
destructive reasons 

B. Assesses within 1 hour of restraint initiation for non-violent/non-self-destructive reasons, to evaluate need to 
continue or terminate restraint. 

C. Reviews patient's reaction to intervention and assures less restrictive interventions were tried and/or 
rejected and documented; including: (i) medication review; (ii) medical problems review for pre-existing 
medical conditions or physical disabilities that place patient at greater risk during restraint (see previously 
identified contraindications); (iii) review any history of sexual or physical abuse that would place patient at 
greater psychological risk during restraint; (vi) physician examination that includes assessment of mental 
status, physical condition and review of clinical record for any pre-existing medical diagnosis and/or 
physical condition contraindicating use of restraint; and (v) determination of patient wishes to notify family 
(ensure patient confidentiality) and document notification and discussion with family in progress notes, if 
appropriate. 

D. Document in physician/psychiatrist evaluation section of Restraint Order Form and Flow Sheet (Attachment 
# 1): (i) patient's mental and physical status (inclusive of neurological status); (ii) clinical justification for 
non-violent/non self-destructive restraint ; (iii) description of behavior in emergency situation for violent/ 
self-destructive restraint; and (iv) special instructions for monitoring if any (e.g., vital signs, observations, 
others) if frequency differs from guidelines listed under "Responsibilities of Nursing”) 

E. Write order for restraint, after consideration of alternatives to restraint, on Restraint Order Form/Flow Sheet: 
(i) date & time of evaluation; (ii) start and end times of order; (iii) category, placement and type of restraint; 
(iv) clinical justification for use; (v) order valid frequency of evaluation, monitoring and assessment; and (vi) 
Time limited of order. RESTRAINTS CANNOT BE ORDERED AS “PRN” 

F. Duration of Orders: (i) non-violent/non-self-destructive reasons, based on assessed needs for a 
specified period of time NOT to exceed a maximum of 24 hours; and (ii) violent/self-destructive reasons 
(imminent danger to self/others) [each written order shall not be more than 4 hours for adults; OMH 
Guidelines 7/12/16] : 

a) Order for restraints as follows: 
i. 2hours for patients ages 18 and above 
ii. 1 hour for patients under ages 9-17 
iii. 30 minutes under age 9 


ba bject: 
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5. Responsibilities of LIP/resident staff (con’t): 


b) Order 1:1 observation for violent/self-destructive reasons for restraint 

c) If restraints should continue after original order expires, initiate an assessment, a new 
order/flow sheet; and document re-assessment in progress note. NOTE: Request a psych 
consultation for a patient placed in violent/self-destructive restraint in a non-behavioral healthcare 
setting. Do not use mechanical restraints on children ages 9 and under except for violent/self- 
destructive behavior. 

d) Modification of patient's plan of care is required and documented in the medical record. 

e) lf released from restraints, prior to expiration of original order & need to re-initiate, a new order & 

Assessment is required. 


G. Physician Orders: “PRN” orders for restraints are prohibited and cannot be accepted. 


i. Secure written order for non-violent/non-self-destructive reasons valid to a maximum of 24 hours. 

ii. Secure written order for violent/self-destructive reasons valid to a maximum of two hours for patients 
ages 18 and above; one hour for patients ages 9 -17, and 30 minutes for patients less than age 9. 

iii. Secure written order for emergency initiation of restraints for non-violent/non-self-destructive reasons 
within one hour of application. 

iv. Secure written order for emergency initiation of restraints for violent/self-destructive reasons within 30 
minutes from initiation; and must also have an order for 1:1 observation. 


6. Responsibilities of Nursing: 


A, 


Initial Assessment/Advance Preferences: 

i. On admission or intake, obtain information on patient and/or triggers that could minimize use of 
restraint, as appropriate; and include past history of sexual/physical abuse and may be obtained from 
patient, family or significant other, and other past medical or psychiatric history. 

ii. Determine if patient wants family informed of restraint episodes and document information in initial 
assessment (for violent/self-destructive restraints only). 

iii. Utilize less restrictive interventions prior to application of restraints such as: a) move to a quiet 
environment; (b) allow verbalize to anger and aggressive feelings; (c) engage in neutral or therapeutic 
activities; (d) 1:1 observation; and (v) medication administered as prescribed by LIP/ resident staff 

iv. All clinical staff shall demonstrate competence in alternatives to, and appropriate restraint application 
prior to participating in restraint of a patient. Do not use excessive force in initiating use of restraint. In 
order to enable staff to check patient's airway and prevent possibility of positional asphyxia, care shall be 
taken to assure patients are never placed in a face and chest down position. 

v. Inform nursing leadership/designee whenever a patient is placed in restraints. Staff must accompany a 
restrained patient during transport from one hospital area to another. Secure restraints to bed frame, not 
to side rails. 

Reassessment: 

RN assessment of patient's readiness to discontinue restraint is ongoing, and documented in progress 

notes at least every 2 hours (for non-violent/non-self-destructive) and every 1 hour for restraints 

used for violent/self-destructive reasons. 


7. Monitoring and Safety: 
A. Assess patients in restraints; must receive physical care and continuous monitoring for safety as 


B. 


warranted by physical condition and emotional state using the Restraint Order Form and Flow Sheet. 
Document observations every 30 minutes when restraints are used for non-violent/non-self-destructive 
management and 15 minutes for violent/self-destructive reasons: These include: (i) circulation of 
restrained limbs, note color, sensation, and temperature changes, and signs of injury; (ii) changes in mental 
status, level of anxiety/agitation, psychomotor activities, verbal/non-verbal behavior; and (iii) ongoing 
response to restraint intervention. 

Provide physical care as needed at least every 2 hours (Non-violent/non-self-destructive reasons) and 
every 1 hour (violent/self-destructive reasons): (i) adjust restraint application; (ii) allow to feed self if 
appropriate; raise head of bed and feed in upright position only; (iii) give additional fluids between meals; 
(iv) offer snacks (if appropriate); (v) offer mouth care (if appropriate); and (vi) offer toileting (if appropriate) 
Monitor vital signs as follows: (i) non-violent/non-self-destructive management as ordered by physician; 

and (ii) violent/Self-Destructive management - pulse and respirations every 15 minutes, temperature and BP 
every 30 minutes. NOTE: Notify physician immediately if restrained patient exhibits any change in 
physical and mental condition. 

Release restraints “one limb at a time” every 2 hours (non-violent/non-self-destructive reasons) and 

every 1 hour (violent/self-destructive reasons) for 5-15 minutes intervals. When releasing restraints, 

inspect restrained areas, massage (unless contraindicated) and apply skin lotion. Provide 

range of motion exercises and reposition when possible. Offer toileting and nourishment at this time. 
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8. Discontinuation of Restraints 
A. Assess patient by RN for early release at any time during restraint episode, and document at least 
every 2 hours (non-violent/non-self-destructive) or every 1 hour (violent/self-destructive). 
B. Do not maintain restraint for longer than absolutely required. An RN may release restraint at any given 
time prior to order's expiration if patient meets behavior criteria for discontinuation. 
C. Other indications for removal of restraint may include: 
i. termination of causative situation (e.g., not agitated, can be managed by less restrictive forms of care) 
ii. patient “in control’, no longer responding to hallucinations or other internal autistic stimuli; able to 
interact with staff, understand and follow directions, and accept medications or other less restrictive 
forms of management. 
iii. medical indication on the possible/actual adverse effects of restraint (e.g., on neuroleptic therapy to 
be carefully monitored for increases in temperature or pulse rate); notify a physician immediately. 
iv. If released from restraints prior to expiration of order, RN to document date, time, description of 
behavior and inform LIP. If continuation is required, a new order after reassessment by LIP is required. 
v. .If patient has been on restraint as long as order allows and requires continuation, repeat procedures 
in this policy as outlined. LIP/resident reassesses patient, writes a new order and initiates new flowsheet. 


STAFF EDUCATION 

1. All direct caregivers and other staff who participate in placing patients in restraint must receive training and 
demonstrate competency in restraint application, monitoring, assessment and providing care. Training includes 
use of preventative strategies and alternatives, techniques in initiating and terminating restraints, and a team 
approach for emergency application of restraints. This approach includes active involvement of all appropriately 
training of clinicians present on unit and available back up response of appropriately trained clinicians. 

2. Staff working in Behavioral Health Services is based on NYS Office of Mental Health (NYSOMH) Preventing and 
Managing Crisis Situations (PMCS). Physicians and other LIP authorized to order restraints must have a working 
knowledge of the hospital’s policy on use of restraints. 

3. Provide ongoing in-services education programs to all levels of staff, customized to individual's role and 
responsibility in restraint process, to create a culture that emphasizes prevention, appropriate use of restraint and 
encourage use of alternatives. 

4. Competency of staff must be maintained, demonstrated and documented annually in their personnel records. 

5. Specific staff training includes but not limited to: 

a) identification of underlying causes of threatening behaviors exhibited; 

b) determination of staff behavior that may affect behavior of patient; 

) acceptance of patients’ viewpoints who experienced restraint; 
) use of alternatives to restraint; safe use and application of restraint; 
) de-escalation, medication, self-protection, and others; e.g. age, gender, and ethnicity; 

f) role of initial assessment in minimizing use of restraints; 
g) monitor, reassess and perform 15-minute safety checks; and recognize physical signs of distress. 

Training Intervals: 
Training on use of restraints must be on-going including demonstration of competency in application, monitoring, 
assessment and providing care for a patient in restraint; and as part of orientation, annually or as required. 
Department of Nursing education trains staff on use of restraints and require demonstration of competency in 
implementation, monitoring, assessment (RNs only) and provision of care before performing any actions specified in 
this policy. Training is required as part of annual mandatory training 
New Resident Orientation, House Staff will be trained and demonstrate knowledge-based competency on this 
policy. Thereafter, restraint training will be periodically provided during one of the respective service conferences or 
other forums as designated by the department. Documentation of training and competency will be maintained in the 
resident's departmental files. 
Training Content: All Direct Care providers 

All direct care providers and appropriate staff are required to have education, training and demonstrated knowledge 
based on specific needs of the patient population in the following:: 

1. Techniques to identify staff/patient behaviors, events/environmental factors that may trigger use of restraint. 

2. Use of non-physical intervention skills; and choosing the least restrictive intervention based on individualized 

assessment of patient's medical or behavioral status or condition. 

3. Safe application and use of all types of restraints in the hospital, including training to recognize and respond to 

signs of physical and psychological distress, e.g., positional asphyxia, and others. 

. Clinical identification of specific behavioral change(s) indicating restraints is no longer necessary. 
. Monitoring physical and psychological well-being of patient on restraints, including but not limited to, respiratory 
or circulatory status, skin integrity, vital signs, and any special requirements specified by hospital policy. 


c 
d 
e 


io 
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Training Content: All Direct Care providers (cont'd 


6. Use of first aid techniques and certification in use of cardiopulmonary resuscitation, including required periodic 


recertification. 
All Direct Care providers Trained to Perform must be trained to: 
a) Take vital signs and reporting aberration to RN. 
b) Address physical/psychological status; comfort nutrition/hydration needs; hygiene and elimination. 
c) Check circulation and range of motion in extremities. 
d) Assist patients to meet behavioral criteria for discontinuation of restraint. 
e) Identify readiness for discontinuation of restraint. 
f) Determine when to contact a medically trained LIP or RRT to evaluate and/or treat patients’ physical 
status. 


Trainer Requirements 
Individuals providing staff training must be qualified as evidenced by education, training, and experience in 


techniques used to address patient’s behaviors. 


Training Documentation 
Successful training and demonstration of competency must be documented in staff personnel records. . 


REPORTING 


1. 


Report immediately to Risk Management death that occurs while a patient is on restraints or when reasonable 

to assume a patient's death is a result of the use of restraints. Risk Management must report the occurrence to 

NY Patient Occurrence Reporting and Tracking System (NYPORTS). 

Report the occurrence to Centers for Medicare and Medicaid Services (CMS) Regional Office including:. 

a) Death while patient on restraint 

b) Death within one week after being on restraint when reasonable to assume use of restraint contributed 
directly/indirectly to a patient's death. “Reasonable to assume’ in this context includes, but not limited to, 
deaths related to restrictions of movement for prolonged periods of time or related to chest compression, 
restrictions of breathing or asphyxiation. 

c) Death referenced in this paragraph by telephone on next business day following awareness of patient's 
death. 


. When circumstances of patient's death involve only the use of soft two point wrist restraints, maintain a log with 


information readily available to CMS upon request and include at a minimum: 
a) Patient's name; date of birth and death 

b) Attending physician or other LIP name responsible for care of patient 

c) Primary diagnosis and Medical Record # 


. Enter information in log within seven days after patient's death. 
. Document in patient's medical record: date, time death reported to CMS; complete requisite documentation 


and submit completed form, CMS -10455- Report of a Hospital Death Associated with Restraint or 
Seclusion, to CMS, via fax (443) 380-8902 and (443) 380-5210 (See Attachment). 


. If death occurs in Psychiatry, the Chief or designee must report the death to Risk Management and in turn 


report to the Office of Mental Health (OMH), Justice Center and NYS Incident Management and Reporting 
System (NIMRS). 


PRIVACY and CONFIDENTIALITY 


All staff involved in the care and management of patients requiring restraints will take appropriate and reasonable 
safeguards to maintain the confidentiality and privacy of protected health information. 


PROCEDURE 
RESPONSIBLE STAFF ACTIONS to be PERFORMED 
DOCUMENTATION 
> Nursing 1. Write Nursing notes upon placement in restraint & on every subsequent 


period of restraint; include in initial documentation: date, time, type of 
restraint, indication and clinical justification that the procedure was 
explained to patient/or significant other, and less restrictive methods 
were attempted and failed. 

2. Use in conjunction with progress note the Non-Violent/Non-Self- 
Destructive Care Needs Restraints Monitoring Flow Sheet. 

3. Document a description of patient’s psychological & physical status, 
signs of injury, verbal content, and response to use of restraint; and 
nourishment, elimination needs, and provision for personal hygiene 
needs have been addressed. 
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PROCEDURE 
RESPONSIBLE STAFF 


> Nursing 


> Senior Nursing 
Leadership 


> Head nurse/Attending 
physician 


> Hospital Police 


ACTIONS to be PERFORMED 


4. Document patient education activities on “Multidisciplinary Patient 
Education Form or progress note”. 

5. Enter restraint documentation in progress notes at least every shift. 
Observation in Restraint Flow Sheet can be documented by an RN, 
LPN, PCA, BHA, psychiatric technicians, or nurses’ aides with 
appropriate training and under the general supervision of an RN. 


NOTIFICATION OF CLINICAL LEADERSHIP 

Maintain a record/log of all episodes of restraint from inpatient areas such 
as Medical/Surgical, Critical Care Units, Emergency Department and 
Behavioral Health Services. 

Behavioral Health: 

Inform the Chief of the Department or designee immediately of instances 
when a patient remains in restraint for more then 12 hours, or experiences 
two or more episodes of restraint of any duration within 12 hours. If occur 
after 5pm, or on weekends or holidays, notify senior psychiatrist on call. 
Head Nurse or designee must notify supervisor and initiate the “Restraint 
Report Log”. Thereafter, notify clinical leadership every 12 hours during 
morning report.. 


PATIENT AND FAMILY EDUCATION 
On admission, inform the patient and family of the organization's philosophy 
on the use of restraints. 
1. Notify patient's family in cases patient consented to family notification. 
2. Consider episodes of restraints in treatment planning process address 
with appropriate goals, objectives and actions as indicated. Educate and 
involve families and patients in the treatment process when appropriate. 
Document patient/family education in progress notes. 
3. Inform patient of the rationale and behavior criteria for use of restraint. 
4. Debriefing: Restraints used in violent/self-destructive reasons: 
a) patient and, when appropriate, patient's family, and staff involved 
and available, participate in a debriefing on each episode of restraint. 
b) occurs as soon as possible and appropriate, but no longer than 24 
hours after the episode; document on Restraint Debriefing section. 
5. Use debriefing to: 
a) identify reason for incident & action implemented that may be 
different; 
b) ascertain addressing patient's physical well-being, psychological, 
comfort and right to privacy; 
c) counsel patient for any trauma that may result from the incident; 
d) modify treatment plan, as indicated; use information from debriefing 
for Pl activities. 


Clinical staff is sufficient to place patients in restraints, however, in limited 
instances, if staff needs additional assistance with emergency restraint 
application, Hospital Police may provide necessary assistance to prevent 
injury to patient or others; but are NOT authorized to apply restraints and 
can act only under direct clinical supervision. 

EXCEPTION: Hospital Police may utilize manual holds to keep 
patients from eloping or harming themselves or others 


1. Director of HP is responsible to ensure all HP are trained in Heart saver/ 
CPR/First Aid, PMCS, and Care of Patients’ in restraints. 

2. May not use handcuffs, leg irons, manacles, chains and such as a 
clinical restraint. 

3. May use handcuffs or other specified devices when the officer takes a 
law enforcement action, that is, the officer believes patient is, has, or is 
about to engage in a criminal conduct. 
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PROCEDURE 
RESPONSIBLE STAFF ACTIONS to be PERFORMED 
> Hospital Police 4. When a clinical team requests HP assistance in applying restraints, HP 


must secure own baton in a safe and protective manner to anticipate/ 
prevent any potential action that a baton maybe taken by a patient to 
use against the restraint team and/or others. 
5. Place baton in a secure locked box designated in patent care area. 
> Executive Director Ensure compliance with this policy. 
> Medical Director 


Quality Assurance and Performance Improvement 
This policy will be reviewed annually and/or revised as needed. 


REFERENCES: 

1. Centers for Medicaid & Medicare Services (CMS) CoP for Patients’ rights - 9/2015 

2. SDOH NYCRR 14 Patient's Rights 2016 

3. Joint Commission Restraint & Seclusion Standard - Provision of Care, Treatment & Services, 2016 
4. OMH Implementation Guidelines - 14 NYCRR §526.4 Restraint and Seclusion, July 12, 2016 

1. NYSOMH PMCS Training Manual English Edition 2014 


ATTACHMENTS: 
> Crisis Management Competency Checklist 
> CMS 10455 - Report of a Hospital Death Associated with Restraint or Seclusion Form 
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11/14 : No: Patricia Jones, RN, MN, CPHQ, Chief Quality Officer 


12/15 : No: Jocelyn Perez, RN, Senior Associate Director, Behavioral Health Services 
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INDIVIDUAL CRISIS PLAN 

1. TRIGGERS: 

(Check all that apply) 

___ Feeling pressured ___ Bedtime 

_____ Room checks ___ Arguments 
_____ Large men ___ Being isolated 
___ Yelling ___ Being touched 
___ People too close Loud noises 
_____ Not being listened to Not having control 
___ Lack of privacy Belng stared at 
___ Feeling lonely Others (specify) 
___ Darkness 


Being teased / picked on 


What makes you feel scared, upset, or angry? 


Is there a particular time of day / night? 
Is there a particular time of year? 


Does contact with family upset you? 


2. EARLY WARNING SIGNS: 
What might you or others notice or what you might feel just before losing control? 
(Check all that apply): 


___ Restlessness ___ Sensation of tightness in chest 
___ Agitation ___ Eating more 

___ Shortness of breath Breathing hard 

___ Heart pounding aa Clenching fists 

___ Sweating _ Rocking 

____Clenching teeth ___ Loud voice 

____ Wringing hands Cannot sit still 

____ Bouncing legs —— Pacing 

___ Shaking ___ Singing inappropriately 

___ Crying ____ Others (specify) 


Giggling = = 


3. INDIVIDUAL STRATEGIES: 
What are some things that help you calm down when you start to get upset? 
(Check all that apply): 


Time alone ___ Listening to peaceful music 
Reading a book ___ Male staff support 
ia Pacing ___ Female staff support 
___ Coloring _____ Taking a hot shower 
____ Hugging a stuffed animal ___ Punching a pillow 
Screaming into a pillow ___ Taking a cold shower 
___ Being left alone ___ Using the gym 
__ Crying ___ Spiritual practices - (prayer, meditation, reflection) 
___ Exercising ___ Calling friends or family (Who) 
___ Writing In a Journal ___ Going for a walk 
___ Having your hand held ___ Talking to peers/someone who will listen 
___ Lying down Other: 
____ Using cold face cloth 
___ Humor 


What does not help you when you get upset? (Check all that apply): 


___ Being alone Humor 

___ Being ignored Not being listened to 

____ Having many people avoid me Having space 

___ Staff not taking me seriously Being told to stay in any room 
___ Loud tone of voice Peers teasing 


4. PREFERENCES IN EXTREME EMERGENCIES: 
If a more restrictive measure is necessary despite all efforts, please identify preferences: 
(Check all that apply): 


Room care plan 
"Medication: byMouth —__ by Injection 
___ Prefer women / men 
___ Hold my hands, do not restrain my body 
____ Consider racial, cultural, and religious factors 
____ Pre-existing medical conditions that place you at risk 
_ Physical disabilities / limitations that place you at risk 
___ Are you able to communicate with staff when you are having a hard time? 
\f not, what can staff do to help? 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES Form Approved 
CENTERS FOR MEDICARE & MEDICAID SERVICES __ OMB No, 0938-1210 


REPORT OF A HOSPITAL DEATH ASSOCIATED WITH RESTRAINT OR SECLUSION. 


A. Hospital Information: 


Hospital Name CCN 
Address “ 
City ie ~ {Zip Code 


Person Filing the Report. '|Filer’s Phone Number 


B. Patient Information: osetia 
Name a of Birth 


Primary Diagnosis(es) 


Medical Record Number _ r of Admission — Date of Death 


Cause of Death 


C. Restraint Information (check only one): 

O While in Restraint, Seclusion, or Both 

O Within 24 Hours of Removal of Restraint, Seclusion, or Both 
: O Within 1 Week, Where Restraint, Seclusion or Both Contributed to the Patient’s Death 
Type (check all that apply): 
O Physical Restraint Seclusion © Drug Used as a Restraint 


If Physical Restraint(s), Type (check all that apply): 


001 Side Rails 0 08 Take-downs 

0 02 Two Point, Soft Wrist 009 Other Physical Holds (specify): s 
0 03 Two Point, Hard Wrist D 10 Enclosed Beds 

004 Four Point, Soft Restraints 0 11 Vest Restraints 

005 Four Point, Hard Restraints QO 12 Elbow Immobilizers 

006 Forced Medication Holds D 13 Law Enforcement Restraints 


O 07 Therapeutic Holds 
If Drug Used as Restraint: 7 
Drug Name Dosage 


Form CMS-10455 (11/13) \ 
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Attachments 
Guidelines on the treatment of the agitated patient. 


POLICY: 

Patient(s) presenting to the Adult Emergency Department in an agitated, combative, intoxicated, or suicidal state are 
triaged promptly. The Staff will attempt to de-escalate the patient with verbal interventions and if not successful the ED 
Physician will utilize medications to treat their agitation while determining the etiology of the agitation. Other measures 
that can be used to manage the agitation are: physical restraints or one-to-one direct observation in order to evaluate, and 
stabilize the medical or traumatic condition. 


Patient(s) presenting to the Adult Emergency Department with psychiatric diagnoses and presenting with agitation, 
combative behavior, violence, intoxication or a suicidal state are brought directly to Psychiatric Emergency Department for 
prompt triage and physician evaluation. These patients must be without any medical complaint or condition requiring 
medical evaluation. 


Agitated patients without a psychiatric condition will be triaged to the Adult Emergency Department for evaluation and 
treatment. 


PURPOSE: 

To ensure that the appropriate emergency services are obtained for the agitated patients and maintain safety of the 
patient, staff, visitor and facility; while diagnostically excluding potentially lethal and/or injurious metabolic, infectious or 
structural lesions in this group of patients. 


RELATED POLICY/PROCEDURE(S): Triage Assessment of Psychiatric Patient 


PROCEDURE: Initial Presentation: 

1. Nursing will immediately evaluate all agitated, combative, intoxicated, or suicidal patients who present to the ED 
to determine the appropriate area of care. Any patient that is 70 years or older will be medically cleared regardless 
of their psychiatric history. 

2. Any patient brought in by NYPD/EMS in a “cocoon type” restraints or a patient who has been stunned by Taser 
application will be medically cleared prior to being transferred to Psych Emergency Department. 

3. If appropriate, the patient will be escorted directly to psychiatry. (See policy on Triage of the Psychiatric Patient.) 

4, If triaged to the Adult ED, the triage nurse will notify the MD and nurse responsible for care of patients in that 
area. 

5. If the patient is assessed to be extremely violent and in need of immediate physical restraint the triage nurse will 
notify the responsible MD/ nurse. 
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9. 


If the patient is already securely restrained by NYPD/EMS, the patient may be escorted directly to the appropriate 
area of care. 

The use of physical restraints should be minimized by the judicious use of direct 1:1 observation. 

Every patient should be completely undressed and placed in a hospital gown, in order to assess for possible 
overlooked injuries and to secure the patient's belongings to prevent access to contraband. (Weapons, cigarettes, 
matches, lighters, etc) This essential step will prevent potential injury to patient and staff, and reduce the risk of 
patient elopement. Only if the patient is extremely violent, removal of clothing may be delayed until the patient is 
treated for their agitation. Any contraband found should be submitted to Hospital Police for proper storage. 
Hospital police may be called to assist if needed during this process and only assist under the direct supervisor of 
clinical staff. 


10. Refer to the 1:1 policy. 


Hospital Police Involvement 


1. 


3. 
4. 


Will assist as needed and be directed by the physician or nurse when applying the physical restraints for patient, 
staff, and facility safety. 


2. During vouching of property, Hospital Police will remove dangerous contraband such as knives, guns, matches, 
lighters, blades, etc., and illegal contraband such as drugs. 

Will sign as witness the voucher slip listing patient clothing, keys and valuables. 

Will return once patient has been treated to assist as needed if removal of clothing is delayed for safety reasons. 


Patient Property Standard Protocol 


Refer to securing of patient’s belongings in the AED policy. 
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A. PRINCIPLES REGARDING SECLUSION AND RESTRAINT 

Seclusion and behavioral restraints are reserved for the management of dangerous behaviors not safely 
controlled by less restrictive alternatives including such interventions that have been identified in the patients’ 
behavioral management/personal safety plan. The physician is to select the measure best suited to address the 
dangerous behavior while taking into consideration the patient's expressed preference. Less restrictive measures 
include verbal de-escalation, engagement in activities, time-out in the patient's bedroom, and psychotropic 
medications. Clinical conditions for which seclusion or behavioral restraint may be appropriate include all 
psychiatric conditions in which threats or displays of aggressive behavior result in dangerousness to self or 
others. 


Medical restraints are used to prevent a patient from injuring themselves or interrupting a therapeutic intervention 
by virtue of mental impairment resulting from a medical condition. 


This policy does not condone the use of seclusion or restraint in order to prevent a patient from wandering or from 
safely walking about the premises, or for the convenience of staff. Neither seclusion nor restraints are permitted to 
be employed as coercion, discipline, punishment, or as a substitute for treatment programs. 

The use of restraint and seclusion should be avoided in so far as possible, given their potential for serious 
physical and psychological consequences. We support the rights of patients to participate in treatment decisions 
whenever possible. At the time of admission, patients are asked for their preferences regarding how they would 
wish staff to respond should they display dangerous behaviors; staff shall take such preferences into 
consideration when selecting interventions. Our Division’s Performance Improvement activities support the 
elimination of all inappropriately used restraint and seclusion, and support patient rights and dignity during every 
phase of care. 


B. DEFINITIONS AND OVERVIEW 

Restraint consists of any physical, mechanical or manual restriction of the patient's ability to freely move, utilized 
to protect the patient or others from injury. Regulations distinguish between medical and behavioral restraints. 
Approved behavioral restraint devices include wrist and ankle bracelets, with or without a loosely applied chest 
belt and, in certain circumstances, geriatric chairs. If a geriatric chair is used to limit the mobility of an agitated 
patient, it is considered a behavioral restraint. In children, the use of soft wrist restraints is permitted. The use of 
lockable restraints (hand cuffs, ankle to ankle restraints) is prohibited. In the PES, patients under continuing 
NYPD custody are subject to the authority of the NYPD, who may elect to use handcuffs; for patients who are not 
under continuing NYPD custody, handcuffs are to be removed by NYPD as soon as possible. 


Approved medical restraint devices include vest restraints, "lap buddies,” geriatric chairs, merry walkers (in some 
circumstances) and entirely up-positioned bed rails. Merry walkers (rolling walking chairs) are used to enhance 
mobility in persons otherwise unable to walk independently; although they enhance rather than restrict mobility. If 
a patient is unable to extricate himself from the device, it is considered a medical restraint. Geriatric chairs are 
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medical restraints when they are used to prevent patients from falling and inadvertently injuring themselves; when 
they are used simply for purposes of patient comfort, they are not considered restraints. Devices used as part of a 
medical or surgical treatment, for transfer, stabilization of a body part or assistance in mobility do not constitute 
restraints. 


None of the Division's approved mechanical restraint devices may be modified or altered by staff in any way. 
Chemical restraints are not utilized by this Division; they consist of the use of psychoactive medications to restrict 
behavior or freedom of movement rather than to treat a patient's medical or psychiatric condition. Psychoactive 
medications prescribed to alleviate psychiatric symptoms in patients with diagnosed psychiatric disorders are 
not considered chemical restraints. 


Seclusion is the involuntary confinement, under continuous observation, of a patient alone in a room from which 
the patient is physically prevented from leaving. Each inpatient psychiatry unit contains one or more clearly 
defined locations specifically designated for the safe seclusion of patients. It is prohibited to seclude a patient 
with a sole diagnosis of mental retardation or other developmental disability. This does not preclude the seclusion 
of mentally retarded or developmentally disabled individuals suffering from concurrent psychiatric illnesses and 
whose dangerousness requires seclusion for reasons of safety. 


C. INITIATION AND RENEWAL OF RESTRAINT AND SECLUSION 

Orders initiating or renewing seclusion, behavioral restraints, or medical restraints may be written only by a 
physician who has conducted a face to face evaluation of the patient's physical and behavioral status and has 
found that less restrictive measures have failed or are insufficient to maintain safety; PRN orders are not 
permitted. In emergency situations in which a physician is not immediately available, a nurse may initiate 
seclusion or restraints without a physician's order, so long as the physician is summoned immediately (see 
Section G below). Orders must be time limited and may not exceed 24 hours for medical restraints, two hours for 
behavioral restraints/seclusion in adults, one hour for children and adolescents 9 - 17 years of age and thirty 
minutes for patients under age 9. 


The assessment is to be conducted and the order written by the patient's treating psychiatrist whenever possible. 
In those cases in which the restraint or seclusion is ordered by other than the patient's treating physician, the 
treating psychiatrist must be consulted as soon as possible. In this context, attending psychiatrists assigned to 
inpatient service during evening, nighttime, and weekend periods are considered to be among the patient's 
treating psychiatrists. In such instances, the patient's primary psychiatrist is to be apprised of the seclusion or 
restraint by means of an electronic or in-person hand-off. 


A patient may only be placed in restraint or seclusion by, or under the supervision, of a registered nurse or a 
psychiatrist. The clinical staff is to determine whether there is sufficient staff to safely place a patient in restraint or 
seclusion; when further assistance is required, Hospital Police may be requested to assist in applying clinically 
acceptable interventions under direct clinical supervision. The Head Nurse/Charge Nurse or designee, who is 
supervising Hospital Police involvement in a restraint or seclusion episode, must perform that supervisory role 
within arm's length distance from the patient. 


D. LOCATION OF PATIENTS IN RESTRAINT 

Every patient’s right to privacy, confidentiality, respect, and human dignity must be assured at all times. 
Restrained patients must be placed in a protected environment away from potentially violent or provocative 
patients or visitors, preferably in an area of decreased stimulation as clinically indicated. 


E. TRAINING AND COMPETENCIES 

The Behavioral Healthcare Division conducts regular training sessions in crisis management and in seclusion and 
restraint policies and techniques, in order to assure the competency of all who participate in the care and 
management of patients in restraint or seclusion, and in order to support a team approach for the application of 
these measures. The Division fosters a culture that emphasizes prevention, the use of less restrictive alternatives, 
and the reservation of seclusion and restraint only for those instances in which lesser measures have failed. The 
program reviews relevant principles of first aid, cardiopulmonary resuscitation, and emergency medical services; 
staff receives additional BCLS or higher levels of training elsewhere in their in-service training. Hospital Police 
are trained alongside Behavioral Healthcare Division staff in restraint and seclusion policy and practices. 
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F. RESPONSIBILITIES OF THE PSYCHIATRIST 
For all instances of restraint or seclusion, the psychiatrist must document the following in the medical record: 
1. that there is no medical or psychiatric contraindication to the measure which is being ordered, based on a 
review of the patient’s psychiatric and medical status; 
2. evidence of attempts to use other less restrictive interventions to assist the patient in regaining an 
acceptable level of control over his/her actions prior to the initiation of restraint or seclusion. 
3. modification of the patient's plan of care as appropriate. 


The psychiatrist's order for medical restraint must include: 

date 

starting and ending times, limited to a maximum of 24 hours 

type of restraint 

Clinical justification for use, including that less restrictive measures were insufficient 
nursing monitoring frequency 


APoON = 


The psychiatrist’s order for behavioral restraint must include: 
1. date 
2. starting and ending times, limited to a maximum of 2 hours for adults, 1 hour for patients 9 - 17 years of 
age and 30 minutes for children under age 9. The start time is when hands are placed on the patient to 
escort to the restraint stretcher. 
type of restraint 
Clinical justification for use, including that less restrictive measures were insufficient 
one-to-one nursing observation 
standing non-psychotropic medication orders are to be maintained as written. Standing psychotropic 
meds are to be discontinued upon initiation of restraint and resumed after cessation of restraint; single 
stat orders are to be written for psychotropic medication during restraint as appropriate to the patient's 
condition. 
7. Criteria for early release. 
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The psychiatrist's order for seclusion must include: 

1. date 

2. Clinical justification for use, including that less restrictive measures were insufficient 

3. times of initiation and termination, limited to a maximum of 2 hours for adults, 1 hour for patients 9 - 17 
years of age and 30 minutes for children under age 9. The start time is when hands are placed on the 
patient to escort to the seclusion room. 

4. one-to-one nursing observation. 

5. standing non-psychotropic medication orders are to be maintained as written. Standing psychotropic 
meds are to be discontinued upon initiation of restraint and resumed after cessation of restraint; single 
stat orders are to be written for psychotropic medication during restraint as appropriate to the patient’s 
condition. 

6. Criteria for early release 


When an order for seclusion or restraint expires, continuation of restraint or seclusion requires a new face-to-face 
assessment, order and progress note as described above. No exception is to be made for a sleeping patient, who 
is to be awakened and returned to their bedroom unless this is deemed not in the patient’s best interests, so long 
as the door is then kept open. 


G. INITIATION OF SECLUSION WITHOUT AN MD ORDER 

In an emergency situation where the patient is engaged in an activity that presents an immediate danger to 
themselves or others and a psychiatrist is not immediately available, seclusion or restraint may be initiated at the 
initiative of and under the direct supervision of a registered nurse, who must document the rationale for the 
measure. A psychiatrist must be immediately summoned. Patients placed in seclusion or restraints pending the 
psychiatrist's order must be assessed and continuously monitored until the physician arrives. 


In the event that the psychiatrist normally responsible to respond to NCB inpatient service emergencies is 
unavailable, the back-up psychiatrist will be called. At NCB, the Inpatient service nursing staff will contact the PES 
nursing staff to help locate the Doctor on call. If this is not successful, the ADN will be called to assist in locating 
the doctor on call. The NCB Inpatient/PES Director and/or the Director of Psychiatry at NCB will be contacted if 
these attempts fail. 
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The psychiatrist arriving later than the requisite 30 minutes after initiation of the measure must document in the 
clinical record the reason(s) for his lateness. The RN in charge must notify the clinical supervisor, Associate 
Director of Nursing (ADN), or designee of the delay in response and must record the following in the clinical 
record: 

1. the reported reason for the delay; 

2. description of the facts justifying the need for emergency seclusion; 

3. reasons for maintaining the seclusion until the arrival of the psychiatrist; 

4. those less restrictive alternatives that were used and considered inadequate; and steps taken to assure 

that the patient's needs, comforts, and safety were properly addressed. 


Under no circumstances is a patient to be kept in seclusion without a physician’s order longer than one hour. If 
the registered nurse is unable to secure a written physician's order for seclusion or restraint within one hour of 
application, the patient is to be released. 


H. RESPONSIBILITIES OF NURSING 

Prior to seclusion or restraint the patient must be searched for objects that may pose a danger to the patient such 
as glasses, belts, shoes, jewelry, sharp objects, etc. Prior to seclusion, the seclusion room must also be searched 
for objects that may pose a danger to the patient. When possible, the patient must be placed in pajamas and have 
no other items at their disposal. A patient must never be placed in seclusion or restraint in a nude or semi-nude 
state. 


Staff members who initiate and terminate restraint or seclusion orders must be specifically trained and deemed 
competent to do so. At least two staff members, one of whom must be a registered nurse, should be present at 
the time of the initiation of seclusion. The Head Nurse/Charge Nurse or designee, will direct the process of 
restraining or secluding a patient in accordance with safe and appropriate techniques. The nursing supervisor, 
ADN, or designee must be informed as soon as a patient is placed in restraint or seclusion. 


A patient that inadvertently ends up in a face down position during a behavioral management intervention will be 
immediately repositioned to ensure that his airway does not become obstructed. 


All patients in seclusion or behavioral restraints must be maintained under continuous monitoring. Documentation 
is performed at 15 minute intervals, more frequently if the patient's condition so dictates, by members of the 
nursing staff who are trained and competent to do so. At one hour intervals a registered nurse must perform 
documentation and reassessment. 


For all forms of medical restraints, the patient must be on close or constant observation. Documentation is to be 
performed at 15 minute intervals, more frequently if the patient's condition so dictates, by members of the nursing 
staff who are trained and competent to do so. The registered nurse must document twice per shift. 


Medical limb restraints must be released every two hours, one at a time, for at least five minutes each. A two- 
finger check for any limb restraint, whether behavioral or medical, must be administered when the restraint is 
applied or reapplied. For patients under age 18, each limb must be released every hour. 


Indications for removal of restraint shall include improvement in the patient’s condition allowing him to be 
managed by less restrictive forms of care, or the appearance of medical problems contraindicating continued 
restraint. Nursing staff is to be especially alert to the development of medical complications resulting from the 
restraint itself. Should any of these indications for discontinuation of restraint be present, the patient is to be 
released from restraint prior to the expiration of the order, at which point the registered nurse must inform the 
psychiatrist, and document the reasons for release and adherence to the post-restraint protocol in the medical 
record. Restraint or seclusion must not be maintained for longer than is clinically required. A registered nurse may 
release a patient from restraint or seclusion prior to the order's expiration time if the patient's condition allows. If a 
patient is released from restraint or seclusion prior to the expiration of an order and the patient exhibits the threat 
of serious harm to self or others, the patient may be re-restrained or placed back in seclusion pursuant to the 
original order, if it is within an hour of release. 


In situations in which medical signs and/or symptoms have appeared, appropriate action is to be immediately 
effectuated. 
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|. NURSING DOCUMENTATION 
For medical/surgical restraints: at the time of initiation of medical/surgical restraint the registered nurse 
must document the following in the medical record: 

1. date and time 

2. type of restraint 

3. reason for measure 


At the time of termination of medical/surgical restraint the registered nurse must document the following 
in the medical record: 

1. date and time 

2. any changes in patient’s physical condition 


For seclusion/behavioral restraints: 

At the time of initiation of seclusion/ behavioral restraint the RN must document the following in the 
medical record: 

date and time, 

review of advanced behavioral directives 

intervention (either seclusion or specific restraints used) 
behavior that led to seclusion or restraint 

reason for seclusion or restraint as explained to the patient 
criteria for release as was explained to the patient 

less restrictive measures attempted 

search of patient 

search of seclusion room (for seclusion only) 

10. Two (2) finger check (for restraint only) 

11. initial vital signs (if unable to perform, document reason) 
12. signs of injury associated with the measure 

13. range of motion (for restraint only) 

14. offer of nutrition and hydration 

15. offer of toilet use/personal hygiene 

16. patient’s physical comfort 

17. patient's psychological comfort/status 

18. patient's behavior 

19. measures offered to patient to assist in regaining control 
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Every 15 minutes, nursing staff must document the following: 
1. vital signs (if unable to perform, document reason) 

signs of injury associated with the measure 

range of motion (for restraint only) 

offer of nutrition and hydration 

offer of toilet use/personal hygiene 

patient's physical comfort 

patient’s psychological comfort/status 

patient's behavior 

measures Offered to patient to assist in regaining control 
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Every one (1) hour the RN must document the following: 

1. vital signs 

2. signs of injury associated with the measure 

3. range of motion performed (for restraint only) 

4. offer of nutrition and hydration 

5. offer of toilet use/personal hygiene 

6. patient’s physical comfort 

7. patient's psychological comfort/status 

8. patient's behavior 

9. measures offered to patient to assist in regaining control 
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At the termination of each seclusion/restraint episode the RN must document: 
1. duration of episode 

date and time released 

M.D. notified of patient's release 

medications given at release 

observation level 

instructions given to patient at release 

patient’s understanding/perception of seclusion/restraint episode 


NOaARWN 


The psychiatrist must be notified if the secluded/restrained patient exhibits any changes in vital signs or other 
clinical parameters including temperature, blood pressure, pulse rate/heart rate, respiration, and mental status. 


The nurse in charge at the time of termination of each seclusion/ behavioral restraint episode will conduct a 
post-seclusion/post-restraint debriefing session, with other clinical staff participating as available and 
appropriate (see section K). 


J. Manual Holds 

A manual hold consists of any physical or manual contact with the patient over their objection for a brief period of 
less than 5 minutes in order to control, guide or restrict their free movement for their and others’ safety. Manual 
holds are employed for purposes of administering medications, drawing bloods, or other therapeutic interventions. 


A manual hold may only be initiated pursuant to a physician's order, which must specify the purpose for the hold. 
The manual hold can only be administered by hospital staff, and can only be for a brief period of time not to 
exceed 5 minutes maximum. The charge nurse is responsible to oversee the appropriate implementation of the 
physician’s order for the manual hold. The ordering physician and the charge nurse (or assigned nurse) are 
required the document the ordering and implementation of the manual hold in a progress note in the patient's 
chart, and in the unit back of the Seclusion/restraint log book. 


The Inpatient and PES Directors are responsible to monitor and oversee appropriate ordering and implementation 
of manual holds in conformance with departmental policy on their services. 


K. INFECTION CONTROL 

The following protocol to limit the risk of infection when using restraints has been adopted. 
1. Nursing staff will document the condition of the patient's skin in the areas where restraints are applied. 
2. When the restraints are removed nursing staff will again document the condition of the patient's skin. 
3. Soiled restraints are disposed of. 
4. Restraints are washed after each use. 


L. PATIENT AND FAMILY EDUCATION 

At the time of admission, nursing staff assesses the patient's "Advanced Behavioral Directives". This assessment 
includes whether the patient has a preference for seclusion or restraint if the need to control dangerous behavior 
arises, an assessment of whether or not there are factors that would preclude the use of seclusion or restraint 
(e.g. sexual abuse history as a contraindication to the use of restraints), and identification of the 
patient's preferred calming measures. 


The Division endorses psycho-education as a valuable method of preventing episodes of seclusion/restraint 
through the development of effective means of behavioral self-control. Psycho-education is an important 
component of the treatment planning process and is addressed by appropriate goals, objectives and 
interventions. Patient preferences for specific interventions are taken into consideration when responding to 
emerging behavioral crises. 


Patients and their families (with the patient’s consent) are informed of episodes of restraint or seclusion, and are 
helped to understand the reasons for the action and are afforded the opportunity to be active participants in the 
treatment process. Post-episode debriefing is valuable in reducing the recurrent use of restraint and seclusion, by 
assisting the patient to understand and control dangerous behaviors, and to help in ameliorating any harmful 
psychological consequences resulting from seclusion and restraint measures. Therefore, the patient and, when 
appropriate, the patient's family (with the patient's consent), participate with staff in a debriefing about each 
episode of restraint or seclusion. 


The debriefing occurs at the time of termination of seclusion or restraint ; if this cannot be done (e.g. if patient 
refuses or is too sedated to participate), then the reason must be documented in the patient's chart and an 


Seclusion and Restraint 


additional attempt to debrief must be made and documented within 24 hours.. A written account of each 
debriefing is recorded upon completion of the session; a copy is retained by the Department administration, and is 
used in performance improvement activities. The debriefing consists of a collaborative effort by patients and staff 
to identify what events led to the incident and how matters could have been handled differently; to ascertain that 
the patient's physical well-being, psychological comfort, and right to privacy were addressed; and to counsel the 
patient regarding any psychological trauma that may have resulted from the incident; and when indicated, to 
modify the patient's treatment plan. 


The debriefing session is conducted by the unit nurse in charge at the time of termination of seclusion or 
restraint, along with other clinical staff as appropriate. The session is documented by the nurse on the 
debriefing section of the Seclusion/Restraint form. If the patient refuses to participate in a debriefing 
session at the time, the nurse documents the patient’s refusal and the reason given in the patient’s chart, 
and signs out to the next shift to conduct the debriefing session with the patient. 


M. RESTRAINT OF PATIENTS RECEIVING PSYCHIATRIC CONSULTATIVE SERVICES WHILE ON A 
GENERAL CARE SERVICE 

When a patient on a general care service requires the application of emergency restraints because of agitation or 
are potentially dangerous to self or others, the situation is subject to the policies, rules, and regulations outlined 
above insofar as the timing, time limitations, and content of the order. Adherence to these provisions is the 
responsibility of the patient’s primary physician, not the psychiatric consultant. When a general care patient 
requires restraint for reasons other than agitation or potentially dangerousness to self or others, the "medical 
condition" standards, and attendant policies, rules, and regulations govern the provision of restraint, regardless of 
the existence of a psychiatric diagnosis. 


N. REPORTING 

The Departmental Director retains a record of all episodes of seclusion or restraint. The Departmental Director is 
informed of any instance in which an individual remains in restraint or seclusion for more than 6 hours (three 
consecutive orders), or experiences 2 or more separate episodes of restraint or seclusion of any duration within 6 
hours. Thereafter, the leadership is notified every 24 hours if either of the above conditions continues. 


Seclusion/restraint required beyond the identified durations or the occurrence of any untoward complications, 
must be reported immediately to the Nurse Supervisor or designee and Unit Chief or designee. Any violations or 
deviations of the procedures described herein shall be reported to the Departmental Director who is responsible 
to investigate or to designate appropriate administrative staff to investigate such incidents. 


A log book of all episodes of seclusion/restraint is maintained on each unit. In addition, the following data points 
are collected, aggregated and interpreted as part of the Department's PI activities. Attention is specifically paid to: 
multiple instances of restraints or seclusion within a 6 hour period, three consecutive orders, number of episodes 
per client, instances of restraint or seclusion extending beyond 6 consecutive hours, and use of psychoactive 
medications as alternatives to restraint or seclusion. 


Patient name 

Medical record number 

Gender 

Age 

Inpatient unit 

Date of admission 

Date and time the seclusion/restraint was initiated 

Shift/tour seclusion/restraint was initiated 

Day of the week seclusion/restraint was initiated 

10. Name of the psychiatrist ordering the seclusion/restraint 

11. Name of the nurse if patient is secluded or restrained prior to MD order 
12. Reason for measure 

13. Patient's wishes as expressed in the advanced behavioral directive 
14. Type of restraint used 

15. Use of medications prior to and during the seclusion/restraint episode 
16. Whether injuries were sustained by the patient or staff 

17. Time that the seclusion/restraint was terminated 
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Attention is specifically paid to: multiple instances of restraint or seclusion within a 6 hour period, three 
consecutive orders, number of episodes per client, instances of restraint or seclusion extending beyond 6 
consecutive hours, and use of psychoactive medications as alternatives to restraint or seclusion. 
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Pursuant to Part 482.13(g) of the CMS Conditions of Participation for Hospitals, the hospital must report deaths 
associated with the use of seclusion or restraint. 
e The hospital must report the following information to CMS/OMH and Justice Center: 

1. Each death that occurs while a patient is in restraint or seclusion. 

2. Each death that occurs within 24 hours after the patient has been removed from seclusion or 
restraint. 

3. Each death known to the hospital that occurs within 1 week after restraint or seclusion where it is 
reasonable to assume that the use of restraint or placement in seclusion contributed directly or 
indirectly to a patient’s death. “Reasonable to assume” in this context includes, but is not limited 
to, deaths related to restrictions of movement for prolonged periods of time, or death related to 
chest compression, restriction of breathing or asphyxiation. 


e Each death referenced in this section must be reported to by telephone no later than the close of 
business the next business day following knowledge of the patient's death. 


e Staff must document in the patient's medical record the date and time the death was reported. 


O. ADMINISTRATION 

The Department Director of the Behavioral Healthcare Division is responsible for ensuring that the restraint and 
seclusion policy is reviewed and, revised when necessary on the basis of new regulatory requirements, but in any 
case at least every two (2) years to ensure compliance with statutes, and the requirements of regulatory and 
accreditation agencies. 


The Behavioral Healthcare Division’s Performance Improvement Program regularly monitors and reviews the 
appropriateness of the use of restraint and seclusion. This process includes a review of all episodes where 
patients/residents have been restrained or secluded, with special attention to patient complaints, patient and staff 
injuries, unusual patterns of usage, and aggregate data analysis. The data support Divisional efforts to limit the 
use of restraint and seclusion in the organization, and to minimize adverse associated consequences. 
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QUEENS HOSPITAL CENTER 
82-68 164 STREET 
JAMAICA, NY 11432 


De 
Onginator: Department of Psychiatry Index No. V: Patient Management 


partment of Psychiat 


Subject: Psychopharmacology Guidelines for the Acutely Agitated Patient 
New: Date Issued:2006 


Revised: Date Revised: 
Reviewed: x Date Reviewed: 3/2010, 3/2012, 3/2014 


Instructions or Remarks: 
Supersedes: 


PURPOSE: 


To establish psychopharmacology guidelines for the acutely agitated patient. 
POLICY: 


1. Treatment of the acutely agitated or assaultive patient is a psychiatric emergency 
requiring the collaboration, skill and judgment of the physician in prescribing 
appropriate medications. 


2. Contingent upon the known history, medical condition and severity of agitation, 
the physician may choose an appropriate anti-psychotic as necessary and/or an 
appropriate benzodiazepine as required. 


PROCEDURE: 


1. Medications cannot only be given without patient's consent in two situations. The 
first situation is where the patient is acutely dangerous to self or others and 
medications can be beneficial in helping the patient regain control. The 
medications should be first offered in a po form and if patient refuses and meets 
the criteria of acutely dangerous then an IM medication can be administered. 
The second situation would be if the hospital has applied for and been granted 
an order to medicate the patient over objection. Again in this situation IM 
medications are only to be used after patient is offered po medications and 
refuses. 


2. IM prn orders are not allowed. If a patient is acutely dangerous to self or others, a 
physician must write a “STAT” order if the patient refuses po medications and 
requires IM medications. 
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3. Any patient who receives an IM medication against their will must have the 
treatment plan/medication reviewed by the treating Psychiatrist. This review will 
be documented in a progress note. The Psychiatrist should evaluate the need for 
an increase or change of the standing medications. 


4. Vital signs including pulse and blood pressure should be monitored one hour 
after the administration of IM medications. If patient remains sedated after 
administration of an IM medication, vital sign will be repeated each hour until the 
patient is awake. 


5. Special precautions, i.e. fall precautions, will be implemented for patients with 
special medical needs, i.e., the intoxicated or elderly, following IM medication 
administration. 


CONCURRENCE 

Department of Psychiatry 

Martin Maurer, M.D. Laune Vitagliano, M.D. 
Director of Service Deputy Director 
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Originator: Department of Psychiatry Index No. 


Subject: RESTRAINTS/SECLUSION-— BEHAVIORAL HEALTH 


) Date Issued: 2006 
Revised: Date Revised: 9/2014, 7/2015, 8/2016 


Reviewed: Date Reviewed: 3/2010,3/2012 


Instructions or Remarks: 


PHILOSOPHY 


Queens Hospital Center recognizes that restraint/seclusion is to be utilized solely to protect the patient 
against injury to self or others due to emotional or behavioral disorders which pose an imminent risk to 
the physical safety and psychological well-being of the patient and the patient community. The modality 
of restraint or seclusion is considered a serious interventions of last resort as it may potentially result in 
loss of dignity, violation of patient rights and in rare instances death. 


Understanding these risks, leadership supports limiting their use only to emergency situations. 


Non-physical interventions for dealing with potentially dangerous patient behaviors are consistently 
preferred over physical interventions. Queens Hospital Center continually strives to eliminate the use of 
restraints and seclusion through ongoing performance improvement. The Department of Psychiatry strives to 
minimize conditions that give rise to restraint/seclusion use through allocation of sufficient staff, continual 
development and enhancement of staff expertise as well as leadership participation in supervising and 
reviewing events of restraint. 


Queens Hospital Center works collaboratively with patients and staff towards the goals of prevention, 
reduction, and ultimately elimination of the use of restraint/seclusion in the care and treatment of Behavioral 
Health patients. 


PURPOSE: 


1. To insure that restraints and seclusion are used in a manner that protects patients’ health and 
safety while preserving their confidentiality, dignity, rights, and well-being. 


2. To define the differences between those situations where non-behavioral or behavioral restraints are 
to be utilized. The patient’s non-violent vs. violent behavior provides the clinical criteria which 
determine the type of restraint which is applicable, not the setting or type of restraint employed. 


3. To provide guidelines for utilization and documentation of restraints/seclusion in order to prevent 
adverse effects to patients and/or others. 


DEFINITIONS: 


RESTRAINT: 


The term “restraint" includes either (A) physical restraint or (B) chemical restraint (medication 
that is being used as a restraint). 


(A) Physical Restraint: 


A physical restraint is any manual method, physical or mechanical device, material or equipment that 
immobilizes or reduces the ability of the patient to move his/her arms, legs, body, or head freely, 
whether attached or adjacent to the patient’s body, that: 


e is not a usual or customary part of a medical, diagnostic, or treatment procedure to which the 
patient/legal representative has consented; 

° is not indicated to treat the patient’s medical condition or symptoms; 

e does not promote the patient’s independent functioning; 

° cannot be easily removed by the patient (e.g. lap belts must be self—releasing otherwise they 
are considered as a restraint). 


The following are considered forms of Physical Restraint: 
Manual Restraint: 


A manual restraint is a form of physical restraint that occurs when a patient is placed under the direct 
control of a manual hold to the degree that it meets the standard for reducing the ability of the patient 
to move their arms, legs, body or head freely. A manual restraint is used to manage violet or self- 
destructive behavior that jeopardizes the immediate physical safety of the patient, a staff member, or 
others. Manual restraints are limited to a duration of 10 minutes or less. 


Wrist and Ankle Restraint (Four Point Restraint): 


Wrist and Ankle (Four Point) restraints are commercial limb restraints that immobilize each limb by 
preventing the free movement of both arms and both legs, while patients are positioned at a 45- 
degree angle on their backs in a bed. 


(B) Chemical Restraints (Drugs as Restraints) 


e A chemical restraint is a drug or medication when it is used as a restriction to manage the 
patient’s behavior or restrict the patient’s freedom of movement and is not a standard treatment 
or dosage for the patient’s condition. 

e Chemical restraints are never to be utilized in Behavioral Health care or as a treatment at 
Queens Hospital Center. 

e Medication must be prescribed for use within the pharmaceutical parameters approved by the 
United States Food and Drug Administration and the manufacturer for the indication for which it 
was manufactured and labeled to address, including listed dosage parameters. 

e The use of the medication follows national practice standards established or recognized by the 
medical community and/or professional medical association or organization. The use of a 
medication to treat a specific patient’s clinical condition is based on that patient’s symptoms, 
overall clinical situation, and on the physician’s or other LIP’s knowledge of that patient’s 
expected and actual response to the medication. 


e An additional component of standard treatment using a medication is the expectation that the 
standard use of a medication to treat the patient’s condition enables the patient to more 
effectively or appropriately function in the world around him/her than would be possible without 
the use of the medication. 


SECLUSION: 


Seclusion is the involuntary placement of a patient alone in a room or area, from which he or she is 
physically prevented from leaving. 


EMERGENCY: 


A situation during which the patient's behavior is violent or aggressive and where the behavior presents 
an immediate and serious danger to the safety of the patient, other patients, staff, or others. 


LICENSED INDEPENDENT PRACTITIONER (LIP): 


Any individual who is permitted by law and by the hospital to provide patient care services without 
direction or supervision, within the scope of the individual's license and in accordance with individually 
granted clinical privileges. Queens Hospital Center’s policy, as per New York State Office of Mental 
Health regulations, is that only physicians may write orders for restraints in Behavioral Health 
settings in New York State. 


APPROVED HOUSE STAFF: 


A house officer who provides patient care within the framework of an approved residency-training 
program and has been judged to be competent in the use of restraint by the house officer’s clinical 
department may write orders for restraint. 


EPISODE OF RESTRAINT/SECLUSION: 
Each written order indicates an episode of restraint/seclusion. When a restraint/seclusion is discontinued 
for any period of time, this is considered the end of an episode and a new order is required. The exception 


is when staff removes the restraint/seclusion to provide care to the patient. (For example, the restraint is 
removed when the patient is bathed or during a procedure). 


EXCLUSIONS TO THE BEHAVIORAL HEALTH DEFINITION OF RESTRAINT: 
POSITIONING/SECURING DEVICES: 


A positioning or securing device used to maintain position, limit mobility or temporarily immobilize the 
patient during medical, dental, diagnostic, or surgical procedures is not considered a restraint. 


PATIENTS’ PROTECTIVE EQUIPMENT AND HELMETS: 


Protective equipment such as helmets do not constitute restraints and therefore can be used for safety to 
prevent patients with developmental disabilities/medical conditions from self-injury. 


ADAPTIVE/POSTURAL SUPPORTIVE DEVICES: 


Use of supportive devices to assist with posture and body alignment does not constitute restraint. 
Postural support such as a Posey vest, orthopedic appliances and tabletop chairs are acceptable if the 
patient can freely remove these devices. 


FORENSIC RESTRAINT OR SECLUSION: 


Forensic restraints or seclusion imposed by the law enforcement for security (non-clinical) purposes do 
not constitute restraint. (Forensic clients only) 


HANDCUFFS: 


Clinical personnel may never order handcuffs as restraints. The use of handcuffs by Hospital Police is 
governed and outlined by Hospital Police Policy and Procedure, “Use of Handcuffs,” and may not be 
applied for purposes of behavioral control. The use of handcuffs for forensic purposes with persons 
under the custody of the New York City Police Department is not considered restraint and is not covered 
by this policy. Hospital police cannot bring handcuffs or batons into any locked psychiatry area 
(inpatient/CPEP) 


CALMING ROOM/COMFORM ROOM/QUIET ROOM: 


A calming room (or comfort room or quiet room) may be the area designated specifically as a space 
which patients may utilize for voluntary “time-out” or “time apart” from the community. Spaces which 
may be used include the designated calming/comfort room, or other private, low-stimulation rooms or 
areas. The calming room door must remain unlocked at all times when a patient is using that space, and the 
patient can not physically be prevented or intimidated from leaving. The use of the calming room should 
be consistent with the patient’s treatment plan. 


LESS RESTRICTIVE MODALITIES/ALTERNATIVE INTERVENTIONS TO RESTRAINT: 


Interventions/actions used to reduce the patient’s behavioral activity, that pose a threat to harm self and 
of others. 


To the extent possible, patients are to be allowed to utilize those coping mechanisms identified by 
them located in the assessment / aggressive profile (see individual care plan) 


Examples of some less restrictive modalities/alternative interventions from least to most restrictive 
are: 

e Provide empathy for patient’s experience 

Break the rule such as a green rule laundry times, snack time, visiting time 
Cognitive therapy techniques 

1:1 conversation with staff 

Verbal de-escalation/Situational Alliance 

Assess that the patient is not in pain or other physical distress 
Decrease environmental stimuli 

Food/drink (warm beverage) 

Support and reassurance of safety 

Relaxation/deep breathing techniques 

Follow through on requests. 

Attend to individual cultural needs. 

Listening to music 

Reality orientation 

Exercise such as walking, sit-ups, push-ups 

Contact with family 

Special visiting hours 

Contact with lawyer/explanation of patient’s rights 
Modification in daily activity schedule 

Engage patient in neutral or therapeutic activity 

Change in care plan 

Relocation of bedroom 

Use of a single room 


e Education regarding conflict resolution 

Use of meditation techniques 

Change of status and observation 

Utilize the principles of situational alliance (e.g., staff assumes a non- 
threatening stance and creates an immediate rapport with the patient) 

e Time Out/ Voluntary time apart from others on the unit 

e Medication as ordered, if accepted 

e Medication without patient’s consent 

e Manual Hold (considered a restraint) 

e __ Restraint as per the patient’s identified preference only in emergent situations 


POLICY 


Queens Hospital Center recognizes that restraint/seclusion can produce serious consequences as this 
intervention poses inherent risks to the physical safety and psychological well-being of the patient who may 
be or may have been victims of trauma in the past. Understanding this risk, leadership supports limiting the 
usage of restraint/seclusion to emergency situations, only when there is imminent risk of physical harm to 
patients, staff members, or others. 


The leadership of Queens Hospital center works collaboratively with patients and staff to create an 
environment that minimizes circumstances that give rise to the use of restraints/seclusion while 
maximizing safety when restraint/seclusion become necessary through adherence to the following 
standards: 


e Queens Hospital Center supports the standard of care requiring that all preventive and 
alternative strategies must be attempted or considered prior to utilization of restraint or 
seclusion. Nonphysical interventions are the preferred intervention utilized by Queens 
Hospital Center in order to ensure patients the right to be free from any form of restraint that is 
not medically necessary. 

e _Restraint/Seclusion is an emergency intervention of last resort, considered only when other 
least restrictive interventions have been tried and deemed ineffective, at which point 
restraint/seclusion is affected for the briefest possible time. 

© Queens Hospital Center continually strives to eliminate the use of restraints/seclusion through 
ongoing performance improvement activities. 

e In an effort to minimize the use of restraints/seclusions, the following factors are taken into 
account: unit staffing levels; staff training and expertise; patients’ comorbid conditions; 
patients’ physical needs and preferences; unit/environmental design that may support or hinder 
the development and maintenance of a therapeutic milieu; patient acuity, age and level of 
developmental functioning. 

e Queens Hospital Center believes in a philosophy of restraint/seclusion reduction through the 
planning of ongoing staff education and training, including: sensitization training of staff 
regarding patients’ rights, preferences and perspectives; ensuring competency of staff in the 
care and treatment of the patient at risk for harming self/others; education of staff regarding 
the provision of patient/family education and support of patient/family empowerment in 
planning health care; and continuous concurrent quality and performance improvement 
initiatives. 


STANDARD OF CARE: 


1. The patient can expect that less restrictive alternative methods of control will be attempted or 
considered prior to use of restraints or seclusion. 


2. The patient can expect to have his/her physical and psychological needs met as well as his or 
her dignity and rights considered while in restraints/seclusion. 


3. The patient can expect to have non-physical techniques utilized as the preferred method of 
intervention. 


4. The patient can expect to have restraints/seclusion discontinued at the earliest possible time. 
5 The patient can expect to have restraint applied in a safe manner using standard techniques. 


6. The patient can expect to have his/her perception of the restraint/seclusion experience discussed 
with the treatment team after each continuous episode and utilized in his/her plan of care. 


7. The patient can expect to have an initial assessment at the time of admission, which assists 
in obtaining information that can help minimize the use of restraint/seclusion and determines 
which intervention may be most appropriate to use based upon the patient’s profile/ 
preferences. 


8 The patient can expect to be included in the creation of his or her comprehensive treatment 
plan, which will be modified upon the initiation or discontinuation of each episode of 
restraint/seclusion. 


9. The patient’s family can expect to be promptly informed of the philosophy and each episode of 
use of restraint/seclusion to the extent that the information does not breech the patient’s 
confidentiality and the information is not clinically contraindicated. 


ADDITIONAL REQUIREMENTS REGARDING UTILIZATION OF 
RESTRAINT/SECLSUION OF BEHAVIORAL HEALTH PATIENTS: (see also “Procedures,” 
below) 
¢ RATIONALE FOR UTILIZATION OF RESTRAINT: 


©. Restraint/Seclusion may only be used if needed to improve the patient's well-being and less 
restrictive interventions have been determined to be ineffective. 

o Restraint/Seclusion is never to be used for the convenience of staff, for discipline/ 
punishment/as a consequence for behavior, as coercion or as a substitute for a treatment program. 


¢ RESTRAINT/SECLUSION MUST BE IMPLEMENTED ONLY WHEN ALL OTHER 
LESS RESTRICTIVE ALTERNATIVES HAVE BEEN ATTEMPTED/CONSIDERED: 


Non-physical interventions are the first choice as an intervention unless the safety of other 
patients/visitors or staff demands an immediate physical response because of an imminent risk 
of physical harm to self or others. 


e RESTRAINT/SECLUSION MAY ONLY BE IMPLEMENTED IN APPROVED AREAS: 


Restrained patients must be placed in a room away from potentially violent or provocative 
patients or visitors, preferably in an area of decreased stimulation and one in which there are 
no other patients. 


e PROVISION OF PATIENT PRIVACY AND DIGNITY: 


A patient must never be placed in restraint/seclusion in a nude or semi-nude state. Patients 
should be protected from observation by other patients, visitors, and non-essential staff. 
Patient communication during episodes of restraint must be private and confidential as during all 
other aspects of the patient’s care in the clinical setting. 


e PATIENT’S COMPREHENSIVE PLAN OF CARE: 


The patient must be aware of an involved in his/her comprehensive plan of care (as much as 
he/she is able to participate) throughout his/her hospitalization. When restraint or seclusion is 
employed there must be a written modification of the patient’s plan of care. 


e PATIENT SEARCH FOR DANGEROUS ARTICLES PRIOR TO RESTRAINT: 


Prior to or as soon as possible when restraining or secluding a patient, the patient must be 
searched for objects that may pose a danger to the patient such as glasses, belts, shoes, jewelry, 
sharp objects. 


e CHOKING PRECAUTIONS MUST BE TAKEN: 


In order to reduce the possibility of choking while in restraints and/or when patients are offered 
food/fluids during restraints, the head of the bed elevated at a 45-degree angle with a foam 
wedge pillow and one limb left free to assist themselves when eating/drinking. 


* ADEQUATE NUTRITION/HYDRATION WHEN PATIENTS REFUSE FOOD/FLUID: 


If a patient has been restrained/secluded and has refused food/fluid when offered due to 
extreme agitation or refusal of food, during mealtime, immediately after release from 
restraints, he or she shall be promptly offered food and fluids. 


¢ PROTECTION OF STAFF WHEN PATIENT BITES OR SPITS: 


e  Inorder to protect staff against biting and spitting during restraint episodes, the staff must wear personal 
protective equipment (i.e., gloves, masks or face shields). 


[e) 


The patient’s face must never be covered in an attempt to prevent biting or spitting during 
restraint procedures. 


» PROMPT RELEASE FROM RESTRAINT/SECLUSION UPON ATTAINMENT OF 
BEHAVIORAL CRITERIA: 


Time-limitations on orders are not meant to indicate that restraint/Seclusion must be applied for 
the entire length of time for which the order is written. The standard for periodic assessment, the 
standard for monitoring and assisting, and the standard for re-evaluation, are intended to encourage 
the discontinuation of restraint/seclusion as soon as the patient meets the behavior 
criteria for its discontinuation. 


e EVALUATION/SUPERVISION REQUIRED FOR IMPLEMENTATION OF EACH 
EPISODE OF RESTRAINT: 


A patient may be placed in restraint/seclusion only under the direct supervision of a registered 


nurse 


(RN) or a physician. Each episode of restraint/seclusion requires a written order by a physician. 
The order must be placed as soon as the physician is informed of the restraint/seclusion. 


e IN-PERSON EVALUATION OF PATIENT FOR EACH EPISODE OF 


RESTRAINT/SECLUSION: 


After the original order expires, a physician must see and assess before issuing a new order. 


¢ UNIT RESTRAINT/SECLUSION RECORDS: 


Documentation is accomplished in a manner that allows for the collection and analysis of data 
for performance improvement activities 


o The RN will document each episode of restraint/seclusion in a permanent log maintained on the 


fe) 


unit. 
The RN will document each episode of restraint/seclusion on the quality indicator review 
sheet and forward to the Nursing Supervisor on each shift. 


e MANDATED REPORTING OF DEATH DURING, OR RESULTING FROM, RESTRAINTS: 


The hospital must report to CMS, OMH, JCAHO, and DOH any death that occurs while a 


patient is restrained/secluded, or death within 24 hours of a restraint/seclusion episode or 
where it is reasonable to assume that a patient's death is a result of a restraint/seclusion 
episode. 


e DEBRIEFING: 


Debriefing for the patient, staff regarding the episode of restraint/seclusion is important in helping to 
reduce the use of restraint. 


[e) 


Debriefing should occur as soon as possible following the event and in any case within 24 
hours of the event. 

Notification of the family is done if the patient gives written permission at the time of 
admission/assessment to contact the family/significant other. This should occur as soon as 
possible after the initiation of the intervention. 

Debriefing with the patient, staff when possible should include: 


1. What led to the incident? 
2. What could have been handled differently? 


sad 


The patient’s perception of the restraint experience. 

4. When indicated the treatment plan will be modified based upon his/her reactions to 
the interventions. 

5. How the patient’s physical well-being and psychological comfort were addressed 

6 Counseling the patient for any physical or psychological trauma that may have 
resulted due to the incident. (See Appendix — Debriefing Form) 

7 Notation of any physical findings such as bruising, scratching, redness etc. 


e INITIAL ASSESSMENT PROCESS: 


10) 


Assess the patient for current physical and psychological risk factors as well as special needs. 
Consider pre-existing medical conditions such as sleep apnea, hiatal hernia, seizure disorders, 
physical disabilities, and/or a history of sexual or physical abuse. 

The individual and/or family are informed of the organization’s philosophy regarding the use of 
restraint/seclusion to the extent that such information is not clinically contraindicated. 

The role of the family, including their notification of a restraint/seclusion episode, is discussed 
with the individual, and, as appropriate, with the individual’s family. This is done in 
consideration of the individual’s right to confidentiality. 


e BEHAVIORAL HEALTH ADVANCE DIRECTIVES/PREFERENCES: 


The initial assessment of each individual should include obtaining information about the 
individual that could help minimize the use of restraint/seclusion, as appropriate. Techniques, 
methods, or tools that would help the individual control his or her behavior should be discussed. 


e MEDICATION ORDERED AND ADMINISTERED DURING EPISODES OF 
RESTRAINT/SECLUSION: 


@ 


The medication must be used within the pharmaceutical parameters approved by the Federal 
Drug Agency and the manufacturer for the indication it is manufactured and labeled to address, 
including listed dosage parameters. 

The use of the medication follows national practice standards established or recognized by the 
medical community or professional practice associations 

The use of the medication to treat a specific patient’s clinical condition is based on the patient’s 
symptoms, overall clinical situation, and on the physician’s knowledge of the patient’s expected 
and actual response to the medication. 

The use of the medication to treat the patient’s condition enables the patient to more 
effectively or appropriately function than would be possible without the use of a medication. 
When a patient is given psychotropic medication as a therapeutic intervention or alternative to 
restraint, the patient is assessed, including vital signs, q 30 minutes for the first hour post 
administration of medication by the RN for patient response to the medication and for side 
effects is documented in the progress notes. (Side effects including dramatic changes in vital 
signs or changes in mental status will be reported to the physician.) 


« TEAM PARTICIPATION IN RESTRAINT/SECLUSION PROCESS: 


All members of the clinical team are expected to participate in the restraint/seclusion 
process. Participation may involve not only the physical intervention with the patient being 
restrained/secluded, but also helping to secure the area, keep other patients safe and away from 
the intervention and restraint process. 


e TRANSPORT OF PATIENTS WHILE IN RESTRAINTS: 


A patient in restraints is not to be transported from one area of the hospital to another except 
for specific instances in which the patient must be transferred to another area for treatment. In 
those situations the patient is monitored on |:1 during the transfer, appropriately covered to 
maintain dignity, and upon arrival the current order for restraints is invalid and a new order if 
applicable must be initiated. 


PROCEDURE: 


CARE OF THE PATIENT REQUIRING BEHAVORAL RESTRAINT/SECLUSION 


ASSESS VALIDITY Restraint/Seclusion may be utilized only if is required in 
OF PATIENT’S NEED | order to: 


FOR 


ION 


ALL ALTERNATIVE 
PROCEDURES HAVE 
BEEN CONSIDERED 
AND HAVE FAILED 


e ASSESS THE 
PATIENT’S 


DETERMINE THAT 
THE PROCEDURE 
OF CHOICE IS THE 
LEVEL OF CARE 
REQUIRED AT THIS 


RESTRAINT/SECLUS 1. 


e DETERMINE THAT 2. 


Protect the safety of a patient who presents with extreme 
agitation, danger to self and/or dangerous behavior 
towards others. 

Protect the safety of a patient who cannot be reasoned 
with, persuaded, contained, delayed or denied, in these 
instances, contro! must be established in order to prevent 
the patient from seriously injuring himself/herself or 
others. 


The RN or LIP is responsible for directing the process of placing 
the patient in restraints or seclusion in accordance with safe and 


BEHAVIOR TO appropriate techniques. 


Prior to applying restraints or seclusion, alternative and verbal 
intervention should be considered (see “Less Restrictive 
Modalities/Alternative Interventions to Restraint” under 
“Definitions” in this policy). 


TIME Staff should also utilized the findings of the aggression profile 
and information provided in patient’s advance directives regarding 
Behavioral Health Care in order to attempt to de-escalate patient 
and avoid utilization of restraint/seclusion. 


AND PSYCHOLOGICAL 
FACTORS AS WELL AS 
SPECIAL NEEDS 


ASSESS PATIENT’S Possible contraindications/alerting conditions to be 
CURRENT PHYSICAL considered when ordering restraints include: 


Very hot or humid environmental conditions 
Fragility of skin, as in the elderly 
History of physical/sexual abuse (trauma) 
Past history of NMS 
Past history of extra pyramidal reactions to 
medication/drugs being ordered as a restraint or in 
conjunction with restraints. 
Diagnosis of senile dementia 
Conditions that would render the patient more vulnerable 
to decreased stimuli (e.g., hearing or visually impaired). 
Severe claustrophobia 
Unstable medical conditions requiring close monitoring 
such as the following: 
o Pregnancy 
Sleep apnea 
Hiatal Hernia 
Physical disabilities 
Respiratory conditions 
Cardiac conditions 
Physical/medical conditions, or medications that 
impair thermoregulation 
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PHYSICIAN’S 
RESPONSIBILITY 


Writing of Physician Orders: _ 


Physicans must write the order for restraint/seclusion as soon as 
they are made aware of the restraint/seclusion. Once the order is 
written, physician will: 


Personally evaluated patient’s physical and mental status 
and review this assessment with the treating staff for each 
period of restraint/seclusion 

Evaluate the appropriateness of less restrictive measures 
and implement in the least restrictive manner possible 
Review patient's record 

Review patient's medication 

Work with the patient and staff to identify ways to help the 
patient regain control 


Insure that there are no contraindication/alerting conditions 


to restraint/seclusion 
If a new episode of restraint/seclusion becomes 
necessary; The MD provides a new written order that will: 
o Never be written as a standing or on an as needed 
basis (that is, PRN) 
o Bediscontinued at the earliest possible time. 


The Physician’s Order will contain: 


Date of restraint/seclusion order 
Time of order (beginning at exact time patient was placed 
in restraint/seclusion) 
Starting and ending time of restraint/seclusion application 
Type of restraint 
Include circumstances that led to restraint/seclusion 
Reason for restraint/seclusion specifying justification for 
intervention 
Any special care or monitoring instructions 
Behavioral Criteria for discontinuing restraint 
Time Limit for Restraint/Seclusion Orders: 

o Adults ages 18 and older: order cannot extend 

beyond two (2) hours. 

o Manual hold-cannot extend more than10 minutes 
If restraint/seclusion is needed to continue beyond the 
expiration of the time-limited order, a new order is 
obtained from the Physician who is primarily responsible 
for the individual's ongoing care or from his/her designee. 
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EMERGENCY 
INITIATION AND 
MAINTENANCE OF 
RESTRAINTS: 


A valid and complete assessment and restraint/seclusion 
order is required for every episode of restraint/seclusion 

In situations where the MD assesses that restraint/seclusion 
initiated by the RN in an emergency situation are not 
required at the time of MD’s in-person assessment, the MD 
does not write an order for the period of restraint/seclusion 
which occurred prior to the MD’s arrival 

The MD should review the patient’s treatment plan and re- 
evaluate the efficacy or the patient’s plan of care in 
response to each episode of restraint/seclusion 

The MD should revise the patient’s plan for care and 


treatment in response to each episode of restraint/seclusion. 


PRN Restraint/Seclusion Orders: 
Restraint/Seclusion orders are never to be written as a standing 
or PRN order. 


Chemical Restraints: 
Chemical restraints are never to be utilized in Behavioral Health 
care or as a treatment at Queens Hospital Center. 


In an emergency, an RN may initiate restraints/Seclusion 
only to the extent necessary to prevent a patient from 
harming self or others. 

The RN immediately summons a physician who must 
perform a face-to-face assessment on the patient as soon 
as possible and determine whether restraint/seclusion 
should be continued. The physician order must be written 
as soon as the physician becomes aware of the 
restraint/seclusion 

If the physician does not arrive within thirty minutes, the 
Senior RN must contact the physician's appropriate 
supervisor or administrator in addition the RN will 
document any delay in the physician's arrival in evaluating 
the patient in the patient's record. 

Pending the physician's arrival, the RN will document the 
application of restraints/seclusion, the rationale for use 
including type of restraint, least restrictive measures used, 
and care given. 
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In no case will the patient remain in restraints/seclusion for 
longer than one hour without performance of a personal, face- 
to-face assessment by a physician 


« Upon arrival, the physician will record the time and reason 
for delay in the clinical record. 
For the patient in restraint/: 


5 | ASSEMBLE 
APPROPRIATE STAFF 
AND EQUIPMENT AT 

PATIENT’S BEDSIDE 

FOR Four Point 

RESTRAINT 


e assure head of patient's bed is elevated at a 45-degree 
angle with a foam wedge pillow 

e search patient for contraband/dangerous items 

e assure patient's modesty and privacy 

e assign clinically competent staff to remain with restrained 
patient on a 1:1 observational status. 

e Apply secure restraint 

e For patient in restraint, ensure that patient is placed in a 
comfortable position in order to maintain proper body 
alignment. 

e Place form wedge pillow between the bed frame and the 
mattress of a Psychiatric style platform bed or on top of the 
mattress with the sheet covering it 

e When properly placed, head elevation of 12 inches can be 
achieved. Whenever the head of a patient’s bed is not 
elevated, precise documentation must be placed in the 
medical record by the Registered Nurse, e.g.: patient 
repeatedly refused despite education about the risks 
(identify risks discussed), elevation is unnecessary as 
determined by MD, patient will only agree to the use of 
regular pillow (notify MD, document discussion and patient 
compliance with regular pillows), etc. 

e If the head of the bed cannot be elevated due to a 
mechanical reason and a lack of available wedge pillows, 
the Assistant Director of Nursing must be notified to 
facilitate obtaining one from another unit. 

e Assoon as the restraint episode ends, the staff will remove 

the wedge from the room. 


APPLICATION / 
INITIATION OF Four 
Point RESTRAINT 


Check patient’s vital signs on initiation of 
restraint/seclusion; upon administration of any medication; 
upon renewal of restraint/seclusion order; and at monitoring 
intervals designated in Restraint Flow Record. 


Additional Requirements Regarding Application / Initiation of 
Four Point Restraints: 


The RN determines at the time of initial assessment 
whether the patient has an advance directive with respect 
to behavioral health care and assures that direct care staff 
is aware of the behavioral health care advance directive. 
The RN or MD is responsible for directing the process of 
placing the patient in restraints in accordance with safe and 
appropriate techniques. 

Prior to applying restraints, alternative and verbal 
interventions should be considered and attempted. Staff 
should utilize the findings of the aggressive profile and of 
the patient's Behavioral Advance Directives in order to 
assist the patient in de-escalation. 

Steps to be taken in the application of restraints All 
members of the clinical team are expected to participate in 
the restraint process. 


7 | MONITORING OF Only clinically competent staff members are authorized to 
PATIENTS IN Four assess and assist patients at the initiation of restraints and to 
Point RESTRAINT perform every-15-minute documentation and continually 


readdress the following needs of patients in restraint: 


Patient’s behavior and/or verbalizations: 

o AnRN must be summoned to see patients who 
appear frightened, anxious, or upset over the 
intervention 

o Any complaints, physical findings, or changes in 
mental status are addressed and documented 

o Patient's behavior and response to interventions for 
readiness for release 

Patient's vital signs on initiation of restraints/seclusion and 
as mandated thereafter 

Patient's elimination needs 

Patient’s nutritional / hydration needs 


Patient’s hygienic needs 
e Patient’s circulatory status 
e Patient’s range of motion 
e Administration of medication (if applicable) 
e Response to administration of medication (if applicable) 
e Only an RN/MD may assess the patient’s response to 
medications and readiness for release 


Staff competent to perform monitoring of patients in restraint 
must recognize, report immediately to the RN/MD, and 


document: 


e Signs and symptoms of incorrect application of restraints 
(at initiation of restraint at regular intervals as mandated) 

e Signs and symptoms of patient's psychological distress as 
indicated by anxiety/panic, fearfulness, tearfulness, 
verbalizations of discomfort or complaints/concerns 
regarding quality of care. 

e Attempts made by staff to assist the individual in meeting 
the behavioral criteria for release and these will be 
recorded on the flow sheet 

e Signs and symptoms of physical distress and/or abnormal 
findings, including but not limited to: 
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A temperature of 100° F and above, or 97.5° F and 
below 

Blood pressure below 90/60 or above 170/100 
Pulse below 60 or above 120 

Respiration below 10 or above 22 

Deteriorating mental status (e.g.: delirium) 


Staff Observation of Patients Requiring Restraint/Seclusion: 


e While restrained/secluded: 


oO 


Oo 


patients are continuously observed and 
observations documented every 15 minutes 

A separate order for a 1:1 for patients in restraints is 
not required and is considered to be a standard of 
care. 


e During episodes of restraint: 


oO 


The staff member carrying out the 1:1 Observation 
is within one arm length of the patient at all times. 


DOCUMENTTATION OF 
PATIENT CARE DURING 
RESTRAINT/SECLUSION 


The focus of documentation 
is on the patient’s care and 
progress 


DOCUMENTATION OF PROGRESS NOTES RELATED 
TO RESTRAINT/SECLUSION 

PHYSICIAN PROGRESS NOTES 

Physician's progress notes are written 


At the time the patient is placed in restraints 
At the time of renewal of each restraint order 
At time of MD's arrival following application of 
emergency restraints/seclusion 
At time of MD's arrival following delay in MD 
response to call for order for emergency 
restraints/seclusion 

Initial Physician’s Progress Note Must Include: 
Date 
Time physician arrived to evaluate patient (should be 
as soon as possible but no longer than 30 minutes of 
initiation of restraints/SECLUSION and in any event 
within 1 hour 
Type of physical restraint/seclusion used and 
rationale for use 
Less restrictive interventions attempted were 
ineffective (check off alternative interventions 
attempted and not effective see list on RN progress 
note/MD order). 
The condition that warranted the use of 
restraint/seclusion 
Pre-existing medical conditions 
Mental status, thought content, verbalizations, actual 
or potential dangerousness to self or others 
Physical status of the patient's medical conditions, 
and level of consciousness, level of alertness. 
Physical condition, including hydration, skin color, 
perspiration, movement 
Documentation of the name of the Attending MD 
notified if other than the attending documenting the 
note. 
Documentation of debriefing from completion 
regarding this episode of restraint/seclusion 
Date/time the individual’s family was notified of 
episode of restraint/seclusion (including notation of 
failed attempts to contact family) 

REGISTERED NURSE PROGRESS NOTES 

Reslstetee Nurses’ progress notes are written: 

When the patient is placed in restraints/seclusion 
When the physician is notified of emergency 
restraint/seclusion use. 
When the physician is delayed in coming to assess 
the patient following the emergency application of 
restraints/seclusion 
With the renewal of each restraint/seclusion order 
When the patient is released from 
restraints/seclusion 
When the patient meets the criteria for release prior 


to the expiration of the order the MD shall be notified 
and documentation of the discontinuation and 
notification is placed in the progress notes 


e Notes regarding the release from the restraints/seclusion 
will include information that the patient met the 
conditions for release, as well as the patient's 
perceptions of the experience in restraint/seclusion as 
documented on the debriefing form. 

e Date and time the individual’s family is notified of 
initiation of restraint/seclusion 

e When the patient voices a complaint or when there are 
physical findings or changes in mental status. 


The initial RN Progress note must include: 


e Less restrictive interventions attempted and reason they 
were ineffective. 

e Reason for application of restraint/seclusion 

e Date of restraint/seclusion 

e Time physical restraint/seclusion began 

e Type of physical restraint used 

e Indication that procedure and condition for release was 
explained to patient 

e If applicable, by signed consent of the patient, the 
family/identified person will be notified of the procedure 
and an explanation given for its use 

e Reference to modification of patient’s treatment plan 
regarding current episode of restraint/seclusion 

e Progress notes should reflect that the monitoring 
complies with the MD order for evaluation and 
monitoring. 


DOCUMENTATION OF COMPREHENSIVE TREATMENT 
PLAN RELATED TO RESTRAINT 


Upon initiation or discontinuation of each episode of 
Restraint/Seclusion, a corresponding modification must be 
made in the patient’s plan of care 


DOCUMENTATION ON RESTRAINT FLOW SHEET OF 
MONITORING OF PATIENTS DURING EPISODE OF Four 
oint RESTRAINT 


The standard of care requires that a clinically competent staff 
member be assigned to continually monitor the patient in 
restraint/seclusion. The assigned staff member documents 
each of the required observations listed below every 15 minutes 
on the Restraint Flow Sheet: 


e Patient's behavior and/or verbalizations: 

e An RN must be summoned to see patients who appear 
frightened, anxious, or upset over the intervention 

e An RN must physically assess the patient every 15 
minutes if staff other than a RN is assigned to monitor 
the patient while in restraint/seclusion, the RN will review 
and initial the restraint flow sheet after the assessment. 

e Any complaints, physical findings, or changes in mental 
status are addressed and documented. 


Patient's behavior and response to interventions for 
readiness for release 

Patient's vital signs (on initiation of restraints) 

Patient's elimination needs 

Patient's nutritional/nydration needs 

Patient's hygienic needs 

Patient's range of motion 

Observation status — restraint: the patient is maintained 
on 1:1 status with clinically competent staff throughout 
an episode of restraint 

Medications administered per MD order during 
restraint/seclusion and their effectiveness is documented 
by the RN in the medical record and on the Restraint 
Flow Sheet 

Circulatory status: The patient's circulation to restrained 
limbs must be monitored and documented with special 
attention to, but not limited to the following: 

o The skin condition of the restrained limbs must be 
assessed and evaluated by taking note of color 
and temperature changes 
A one-finger check for any limb restraint must be 
provided to ensure that proper circulation is 
maintained. (The current commercial restraints 
used are Velcro and allow for only a one-finger 
check of the limbs and a two-finger check of the 
fifth point chest restraint if necessary). 
Numbness/tingling: The patient must be 
evaluated for any changes in sensation of the 
restrained limbs. 


Staff competent to perform monitoring of patients in restraint 
must recognize, report immediately to the RN/MD, and 
document: 


Signs and symptoms of incorrect application of restraints 
(at initiation of restraint at regular intervals as mandated) 
Signs and symptoms of patient's psychological distress 
as indicated by anxiety/panic, fearfulness, tearfulness, 
verbalizations of discomfort or complaints/concerns 
regarding quality of care. 
Attempts made by staff to assist the individual in 
meeting the behavioral criteria for release and these will 
be recorded on the flow sheet 
Signs and symptoms of physical distress and/or 
abnormal findings, including but not limited to: 
o A temperature of 100° F and above, or 97.5° F 
and below 
Blood pressure below 90/60 or above 170/100 
Pulse below 60 or above 120 
Respiration below 10 or above 22 
Deteriorating mental status (e.g., delirium) 


DISCONTINUATION Authority to Assess Patients for Discontinuation of 
OF Four Point Restraint: 
RESTRAINT 

e Either a physician or registered nurse is trained to 
discontinue restraints/seclusion. 

e Aregistered nurse may release a patient from 
restraints/seclusion prior to the order’s expiration time 
without a written physician's order if the criteria for 
release are met 
Staff members who initiate and terminate 
restraint/seclusion must be specifically trained and 
deemed competent. 

If the patient is released from restraint/seclusion prior to 
the expiration of the order the RN must inform the 
physician and document this notification in the progress 
note written at the termination of restraint 

Only an RN/MD may assess the patient's response to 
medications and readiness for release 


Indications for Discontinuation of Restraints/Seclusion: 


Termination of causative situation and patient is “in 
control.” (e.g.: the patient is no longer a danger to 
self/others and is able to interact with professional staff, 
managed by least restrictive methods). 

The individual can verbally plan for safety 

The individual is no longer making verbal threats 

A medical indication, which raises questions about 
adverse effects of the restraint procedure, has 
supervened (e.g., a patient receiving Neuroleptic therapy 
becomes febrile). In such cases the LIP shall be notified 
immediately 

The patient is asleep 

The patient has met the criteria for release as indicated 
in the physician's progress note. 


Care of the Patient Upon Release from Restraint/Seclusion: 


When patients are released from restraint, the following can 
and should be done promptly: 


the affected areas are inspected 

the affected areas are massaged (unless 
contraindicated) 

skin lotion is applied to affected areas 
range of motion exercises provided 
Toileting, fluids and nourishment are offered 


Documentation of Discontinuation of Restraints: 


The RN will write a progress note indicating: 


Date 

Time 

Description of the behavior at time of discontinuation of 
restraint/seclusion 

Any injury, as it may have occurred during the process 
of restraint/seclusion 

The RN will document a record of all patients 
restrained/secluded in a permanent log maintained on 
the unit 


10 | DEBRIEFING Debriefing of Patient and Staff Upon Discontinuation of 
Restraint Episode: 


After each episode of restraint/seclusion used for behavioral 
health purposes, staff members who participate in their use, if 
available, participate in a debriefing with the patient and, as 
determinded by the patient's preferences and plan of care, the 
patient's family 


The debriefing process is important in reducing the recurrent 
use of restraint/seclusion. 


e Debriefing should occur as soon as possible following 
the event and in any case within 24 hours of the event. 

e Notification of the family is done only if the patient gives 
written permission at the time of admission/ assessment 
to contact the family/significant other. Notification 
should occur as soon as possible after the initiation of 
the intervention. 


Debriefing with the patient, staff when possible should 
include: 


What led to the incident? 

What could have been handled differently? 

The patient's perception of the experience 

When indicated the treatment plan will be modified 
based upon his/her reactions to the interventions 

How the patient's physical well-being and psychological 
comfort were addressed 

Counseling the patient for any physical or psychological 
trauma that may have resulted due to the incident. (see 
Appendix K — Debriefing Form) 

Notation of any physical findings such as bruising, 
scratching, redness, etc. 

Patient's plan of care, treatment and services is 
reviewed and modified after each episode of 
restraint/seclusion 

Information obtained and documented from debriefing is 
used in performance improvement activities 


Guidelines for education of the family regarding restraint: 


e Inform the patient’s family of the reasons for use of 
restraints/seclusion in this particular case. 
Provide information regarding the general treatment plan 
Educate the family regarding the process unless the 
patient specifies that he or she does not want the 
family/significant other involved with his or her care 
The patient has a behavioral health advance directive 
which will be taken into consideration when informing 
the family and formulating the patient's care plan 


HOSPITAL POLICE Hospital Police Role in Behavioral Health Restraints: 


e When necessary, Hospital Police will provide additional 
assistance under direct clinical supervision of the staff in 
charge of the restraint/seclusion procedure 
Hospital Police are never to intervene through utilization 
of handcuffs in the process of restraining a patient. 
Batons nor handcuffs can be brought on to Psychiatry 
Inpatient Areas or CPEP. All Hospital police who 
participate in placing patients in restraints or seclusion 
must be trained and competent in the physical holding of 
patients. 


12 | PATIENTS WITH 
DEVELOPMENTAL 
DISABILITIES 


13. | EQUIPMENT 


14 | QUIET ROOM 


TIME-OUT 


Patients with Developmental Disabilities (Dually-diagnosed 
persons served in the Behavioral Health setting): 


e Patients with Developmental Disabilities (Dually- 
diagnosed) in the Behavioral Health setting who required 
emergency intervention to prevent harm to self or others 
may be restrained. Seclusion is not to be used. Less 
restrictive alternatives and all other aspects of this policy 
and procedure apply and are to be followed. 


Permitted Typed of Behavioral Health Restraints: 


The only permitted types of restraints will be hospital-approved 
commercial restraints. 


Permitted Forms of Behavioral Health Restraints are: 
e Wrist and ankle restraints (Four Point) 


e Manual holds in the presence of other staff members 
with an MD or RN present at all times 


Prohibited Forms of Behavioral Health Restraints include: 


Locked restraints 
Gauze bandages 

Bed sheets 

Handcuffs 

Muslin straps 

Leather belts or straps 
Chemical Restraints 


USE OF THE QUIET ROOM AND TIME-OUT ON ADULT 
PSYCHIATRIC UNITS: 


PURPOSE: 


e To assist a patient in maintaining control of maladaptive 
behaviors and/or regain emotional equilibrium 

e To assist a patient in controlling and preventing 
escalation of behaviors that may become dangerous to 
self or others and result in the need for restraint. 


DEFINITIONS: 


Time-Out: 


Voluntary restriction of a patient to a designated area, chair, or 
space from which the patient is not physically prevented or 
intimidated from leaving, nor coerced to remain within, for the 
purpose of providing the patient an opportunity to regain self- 
contro! for up to 30 minutes. The Time-Out must be included in 
and consistent with the patient's treatment plan. The patient is 
to be educated as to the purpose and reason for the Time-Out 
as well as to the agreed-upon amount of time that he/she has 


chosen to remain in time-out. 


Quiet Room: 


Voluntary restriction of a patient to a designated area, chair or 
space (Quiet Room) from which the patient is not physically 
prevented or intimidated from leaving, nor coerced to remain 
within, for the purpose of providing the patient an opportunity to 
regain self-control for up to 30 minutes (Time-Out). The Time 
Out must be included in and consistent with the patient's 
treatment plan. The patient is to be educated as to the purpose 
and reason for the time-out as well as to the agreed-upon 
amount of time that he/she has chosen to remain in time-out. 


GUIDELINES FOR USE OF THE QUIET ROOM 


e Rationales for the use of the quiet room include the 
following: 
o Patient requests the quiet room 
o Staff suggests that the patient spend time in the 
quiet room to decrease stimulation and facilitate 
relaxation, especially after administration of PRN 
medication for agitation (the patient must 
consent). 
e Contraindications for the use of the Quiet Room 
o Patients who are at acute risk for injury to self 
should not use the quiet room. 
e Observation 
o The use of the quiet room does not require a 
level of observation greater than routine 
observation (defined in the policy/procedure 
regarding the psychiatric patient checklist). 
Patients on Special Observation may use the 
quiet room at which time that the ordered level of 
observation is maintained. 
e Documentation 
o Nursing personnel document use of the quiet 
room in the progress notes. The reason, duration 
and observation during use as well as the 
outcome must be included in this documentation 


15 | QUALITY 
IMPROVEMENT 


As part of the Queens Hospital Center's Performance 
Improvement Program, all restraint/seclusion episodes will be 
regularly monitored, reviewed and incorporated into the 
Department of Psychiatry’s Quality Improvement Program 


e Data collected on all restraint/seclusion episodes include 
and are not limited to: 

Unit 

Time 

Shift 

Staff who initiated 

Number of staff present on unit at time of event 


900000 


The length of each episode 

Date and time of each episode 

Day of week 

The type of restraint used 

Injuries to staff 

Injuries to patients 

Number of episodes per patient 

Age of patient 

Diagnosis 

Unit census 

MD who ordered 

Rationale for use as recorded on order 
Restraint/SeclusionEvent greater than 6 hours 
Use of psychoactive medications as alternative for 
or to enable discontinuation of restraint/seclusion 
Incident reports/accidents that correlate to injuries 
resulting from restraint/seclusion use 


O0O0000000 00000 
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The data obtained from episodes regarding 
restraint/seclusion will be collected daily and aggregated 
monthly and analyzed quarterly to determine trends and 
patterns such information will be utilized to limit or 
decrease the use of restraint/seclusion, redesign care 
processes and to determine if the interventions were 
utilized only in an emergency and only as measures of 
last resort. 


On all Behavioral Health Units, as per regulations of the 
New York State Office of Mental Health, the Director of 
the service or designee must keep a record of all 
restraints. A log of all restraints episodes will also be 
maintained at the nursing station of each unit. 


The Deputy Director or his/ner designee will be notified 
by NCC/A.D.N. immediately regarding the following 
conditions: 


o Apatient remains in restraint/seclusion more than 
6 hours. 

o Apatient experiences two or more separate 
episodes of restraint/seclusion with 12 hours 

o Thereafter, leadership will be notified every 
twenty-four hours if either of the above conditions 
continues. | 


o Apatient experiences multiple episodes of 
restraint/seclusion 

o Staff must report to Deputy Director/ Designee 
any serious complaint, concern, untoward event 
that occurs while a patient is restrained/seciuded 

o Staff must report to the Deputy Director/ 
Designee any serious injuries or death that 
Occurs: 

o while a patient is restrained/secluded 

o within 24 hours after removal from 
restraint/seclusion 

o within 1 week after restraint where it is 
reasonable to assume that the use of 
restraint contributed directly or indirectly to 
a patient's death. “Reasonable to 
assume” includes (but is not limited to) 
deaths related to chest compression, 
restriction of breathing or asphyxiation. 

o Serious injuries or death must also be reported to 
appropriate agencies such as Office of Mental 
Health, Commission on Quality Care, Mental 
Hygiene Legal Service, New York State 
Department of Health an Mental Health, 
(NYPORTS), Centers for Medicare and Medicaid 
Services (CMS) and The Joint Commission 
(TJC). For CMS, the report must be submitted 
via telephone to CMS by the close of the next 
business day and documentation of the date and 
time of call must be made in the patient’s medical 
record. 

e Leadership receives Quality Improvement 
Information and does the following: 


o Assess whether additional resources are needed 
to assist in discontinuation or restraint/seclusion 

o Minimize recurrent instances of 
restraint/seclusion 


e The facility bases its staffing levels and 
assignments on a variety of factors including: 

Staff qualifications 

o The physical design of the unit 

o Diagnoses 

[e) 

e) 


[e) 


Co-occurring conditions 
Acuity levels, age and developmental functioning 
of individuals served 

o Number of high risk violent patients on the unit 
based upon the violence assessment 

o Adjustment of staffing based on unit needs is 
made on a daily basis 


16 | TRAINING AND Training Policy: 
COMPETENCY OF 
STAFF e All staff with direct patient contact will receive ongoing 
restraint education and training. 


Clinical competence is evaluated and established prior to 
any staff member participating in restraint as well as re- 
evaluated annually. 


All direct care staff and any other staff involved in the use 
of restraint receive ongoing training and education and 
demonstrate and understanding of those competencies 
as outlined in the education. 


All staff who have direct patient contact must have 
ongoing education and training and demonstrate 
competence in the use of alternative interventions such 
as verbal calming techniques; alternative methods for 
handling behavior, symptoms, and cognitive skills for 
situations that traditionally have been treated through the 
use of restraints; and the safe use of manual restraint 
techniques, four point restraint application/removal 
techniques. The only acceptable physical interventions 
are those taught in the Preventing and Managing Crisis 
Situations program, for example the two man removal. 


Only clinically competent staff may participate in the 
restraint of a patient. 


Education and Training Program: 


All Behavioral Health/Psychiatric staff involved in the application 
of restraints will be competent in: The application/removal of 
restraints; appropriate holds; implementation of restraint; 
monitoring: assessment of physical status of the patient; need 
for care as outlined in the documentation observation record; 
potential emergencies; providing care for a patient in restraints. 


These competencies will be determined prior to participation in 
restraints process and yearly thereafter. 


All direct care staff and any other staff members involved in the 
use of restraints are educated and receive ongoing training in, 
and demonstrate competence and understanding of the 
following areas: 


e Techniques for identifying staff and patient behaviors, 
events and environmental factors that may trigger 
circumstances that require restraint. 


Trauma theory and its relationship to patient and staff 
behaviors 

Recognizing how age, developmental considerations, 
gender issues, ethnicity, and history of trauma, sexual or 
physical abuse may affect the way in which an individual 
reacts to physical contact. 

Underlying causes of threatening behaviors exhibited by 
patients. 

The impact that their behavior may have on the patient 
and the patient’s response to their behavior through the 
understanding of “good consumer relations techniques’. 
The use of non-physical interventions skills such as: 
Situational alliances, mediation, win/win negotiation, 
verbal de-escalation practices such as selective 
agreement, passive listening, empathy, and 
improvisational listening and performance skills. 
Understanding methods for choosing the least restrictive 
interventions as well as those outlined by the patient. 
De-escalation and mediation as well as self-protective 
techniques that may be used to calm a situation. 
Recognition of signs and symptoms of physical distress 
and psychological discomfort that may be occurring in 
patients who are restrained 

Understanding of medical conditions that may contribute 
to the patient’s agitation or aggression that as delirium 
that may have nothing to do with their psychiatric 
condition. 

Safe application and use of four point restraint, five point 
restraint including the recognition of signs and symptoms 
of physical distress. 

Monitoring the physical and psychological well-being of 
the patient who is restrained, including but not limited to: 
respiratory and circulatory status; skin integrity; vital 
signs, and any special requirements specified by hospital 
policy associated with the one hour face-to-face 
evaluation. 

RN staff is available on the units at all times and are 
competent to initiate emergency medical care and BCLS. 
Ancillary staff are trained in Heart Saver-American Heart 
Association program for first responders 

The use of first aid techniques and certification in the use 
of cardiopulmonary resuscitation, including periodic 
recertification. 

Clinical recognition and identification of patient's 
behavioral changes that indicate that restraint is no 
longer necessary. 

Utilization of behavioral criteria for the discontinuation of 
restraint and techniques for assisting patients in meeting 
these criteria 

Staff is educated regarding the experience of individuals 
and their families who have had the experience of 
restraint to help them better understand all aspects of the 
use of these interventions. 


E of hese interventions. 


The Department of Psychiatry will ensure that all Behavioral 
Health/Psychiatric staff involved in restraints/seclusion attends 
the Department of Psychiatry’s Preventing and Managing Crisis 
Situations, (PMCS) program every year. Education will be 
Ongoing, emphasizing prevention, appropriate use and 
alternatives to the use of restraints/seclusion. 


Li LE Sf, 
Martin Maurer, MD ’ 
Director of Psychiatry Associate Pxcoutve Directo 


COMBINED RESTRAINT ALGORITHM 


PATIENT RIGHTS 


Patient has the right to 
be restraint free 


Medical 
Not at Risk Behavioral Assessment Not at Risk 


=———— | Assessment for Protective | ——_——_> 
BH P&P Pg. 4 Intervention 
GC P&P Pg. 1 


At Risk At Risk 


ALTERNATIVE METHODS 
See BH P&P Pg. 4 
General P&P Pg. 2 


Consider OTHER 


alternatives YES , 


NO 


NO 


RESTRAINTS/SECLUSION 


Consider Type 


Behavioral Emergency General Care Protective 


Interventions Interventions 
See BH algorithm See GC algorithm 


APPENDIX M 


BEHAVIORAL HEALTH RESTRAINT ALGORITHM 


Behavioral Health 
Emergency 
intervention 


Patient on 
1:1 
Observation 


RESTRAINT/SECLUSION 


RN Initiates MD Initiates 


See Nursing 
Flow Sheet 


Monitoring 


RN/MD contact 


MD order with specific Attending 
Responsg within YES time frame according to (Bell Attending 
30 minutes patient’s age during off shifts 
& weekends) 


NO 


Supervisor 
Notified 


See MD order, 
MD/RN 
progress notes 


Notify family 
if applicable 


RELEASED 


MD 
Responded 


New order 
written 


Patient 


released 1 
hour from 
initiation YES 


Evidence of 
trauma 
YES 


NO 


Trauma 


counseling 


DEBRIEFING 
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POLICY & PROCEDURE: STAFF RESPONSIBILITIES INMANAGING A VIOLENT PATIENT 


I. 


II. 


INTRODUCTION 


From admission, it is important that patients be assessed for the risk of violence and that this risk is 
communicated to all clinical staff involved in these patients’ care. An Individual Personal Safety Plan is 
developed with all patients, within 72 hours of admission to Inpatient Psychiatry Service, identifying potential 
triggers and warning signs for aggressive behavior and coping skills patient may use to reduce violent/angry 
feelings and behavior. A potentially violent patient’s treatment plan must address this risk of violence. If 
violence does occur, it is the responsibility of all members of the treatment team to promptly intervene in a 
safe, coordinated manner to this emergency situation. This policy outlines the steps to be taken to reduce the 
risk of violence and how to respond to violent behavior if it occurs. In all instances however, the focus is to 
prevent crisis situations by identifying and intervening at the earliest possible indication of escalating 
situations. 


POLICY 


A. From the Psychiatric Emergency Room, all patients are assessed for the risk of violence and assaultive 
behavior. This assessment is based on a patient’s behavior prior to coming to the hospital, behavior in the 
Psychiatric Emergency Room, and behavior in the past as described in the medical record. In addition to 
history, an assessment of risk of violence is also made using Brgset Violence Checklist. (see attached) 


B. All patients will be monitored with the Brgset Violence Checklist every tour for the first 72 hours after 
admission to CPEP or the Inpatient Unit. It will be completed at the end of each tour and will include all 
behavior observed during that tour. 


C. If the history suggests that the patient poses a risk of violent behavior OR if the patient scores 2 or above 
at the end of a tour on the Brgset Violence Checklist, the patient will be classified as having a potential 
for violence. All patients so identified will be noted as “AG” on the Department’s daily census report. 


D. If an “AG” patient has had a score of 1 or less per tour for 72 hours AND the treatment team believes that 
the risk of violence has decreased, the Brgset Violence Checklist will be discontinued and the patient will 
no longer be classified as “AG”. 


E. Ifthe patient scores 3 or more on the Brgset Violence Checklist or demonstrates increasing risk of violence, 
the treatment plan must be revised. The nurse communicates this to the treating psychiatrist or unit chief. 


F. An Individual Personal Safety Plan identifying potential triggers warning signs and coping skills to 
reduce risk of violence is completed for all patients within 72 hours of admission to Inpatient Psychiatry 
Service (see attached Individual Personal Safety Plan form). 


G. Patients with a violent potential must have a treatment plan that addresses this risk. 


H. The effectiveness of this treatment is reviewed daily by the treatment team. Among other information, the 
Broset Violence Checklist is used as part of this review. 
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TITLE: RESTRAINT AND SECLUSION POLICY 
PURPOSE: Restraints and seclusion may only be used to provide protection from self-injury and injury to 
others, and from interruption of care while maintaining the patient's rights, dignity and well-being. 


In medical or post-surgical care, a restraint used to limit mobility or temporarily immobilize a patient may 
sometimes be necessary in order to ensure good medical outcomes. 


For behavioral management purposes, restraints and seclusion are interventions to be used only as a 
measure of last resort to avoid imminent injury to the patient or others. While sometimes absolutely necessary, 
restraints (and seclusion) are safety interventions, not therapeutic techniques. They are to be used only when less 
restrictive interventions have proven ineffective, and as briefly as possible. The use of restraints (and seclusion) 
are associated with increased risk of injury to both patients and staff. Therefore, our goal is to move to a restraint 
free environment. 

APPLICABILITY: All clinical staff on any inpatient unit (including psychiatric units), the hospital’s Emergency 

Department (ED) and Comprehensive Psychiatric Emergency Program (CPEP). Seclusion is not used in the 

hospital’s ED or in the CPEP. 

POLICY: 

1. The use of restraints is a patients’ rights issue and the benefits are weighed against the patient's inherent right to 
be free from unnecessary restraint. Maintaining the patient's rights, dignity and well-being are a primary 


consideration when restraints are used. 


2. To minimize the use of restraints or seclusion, early identification of patient’s behavior and risk factors is 
encouraged, along with timely staff interaction and intervention. 


3. Restraints and seclusion are never used as a means of coercion, discipline, staff convenience, retaliation, or as a 
substitute for treatment. 


4. Patient’s shall never be restrained in a prone (face down) position. 


5. Restraints and seclusion are used only when less restrictive devices or non-restrictive interventions are not 
sufficient. 


6. When used, restraints are removed at the earliest possible time. 
7. When used for violent behavior, restraints are removed if patient is asleep. 


8. The use of restraints and seclusion is based on the clinician’s assessment of the patient and limited to clinically 
justified situations and never ordered as a standing or p.r.n. order. 


9. Staff receives ongoing education related to the use of restraints and seclusion. 


10. Simultaneous use of restraint and seclusion is not allowed. 


Restraint and Seclusion Policy 4 of 28 North Brooklyn Health Network 


11. All efforts to medicate the patient by mouth will be made by clinical staff, as needed. In the event of a 
“dangerous situation”, an emergency IM injection may be given with appropriate documentation. 


DEFINITIONS: 


Restraint means any manual method, mechanical device, or pharmacologic measure which immobilizes or 
reduces the ability of an individual to freely move his or her arms, legs, body, or head. This includes manual 
restraint, a drug used as a restraint (chemical restraint), and mechanical restraint. 


Manual Restraint means the use of your hands or body to physically restrict a person’s freedom of 
movement or normal access to his or her body. 


Mechanical Restraint means an apparatus which restricts a patient’s movement of the head, limbs, or 
body, and which the patient is unable to remove. 


Seclusion is the involuntary confinement of a patient alone in a room or area from which the patient is 
prevented from leaving, or where the patient reasonably believes that he or she will be prevented from leaving, 
with no ability to meaningfully interact with other patients or staff. Seclusion may only be used for the 
management of violent or self-destructive behavior. 


Law Enforcement Restraint Devices including handcuffs, shackles, body nets or other law enforcement 
restraint devices can never be used for the purpose of patient behavioral restraint, and should not be allowed 
into any patient care area. (See Law Enforcement Restraints Policy) 


Chemical Restraint is a drug or medication when it is used as a restriction to manage the patient’s 
behavior or restrict the patient’s freedom of movement and is not a standard treatment or dosage for the 
patient’s condition, i.e. the inappropriate use of sedating psychotropic drugs to manage or control behavior. 
Woodhull MMHC does not use chemical restraints. 


Standard Treatment or Dosage for a Medication means the medication is used within the 
pharmaceutical parameters approved by the FDA and the manufacturer for the indications it is manufactured 
and labeled to address, including listed dosage parameters. The use of the medication to treat a specific 
patient’s clinical condition is based on that patient’s symptoms, overall clinical situation, and on the 
physician’s knowledge of that patient’s expected and actual response to the medication. 


Constant 1:1 Observation means the patient is to be observed at all times by a staff member either at two 
arm’s length or at a safe distance as specified in the physician’s order. 
PROCEDURE: 
(See Restraint Use Decision Making Algorithm for further guidance) 
1. Observed Patient Behavior/Actions 
A. Inthe Emergency Department, the CPEP, and inpatient units, including but not limited to medical, 


surgery, and psychiatry units, when a patient’s behavior and/or actions interfere with necessary treatment 
the clinical staff will assess if the behavior is violent or non-violent/self-destructive. 
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i. Non-violent/self-destructive behavior may include actions such as climbing out of bed, pulling out 
catheters and lines, interfering with dressings or wounds. 
ii. Violent behavior may include severely aggressive, destructive, or suicidal behavior. 


B. Any patient brought to the ED in law enforcement restraint devices shall be assessed by the nursing staff 
and a physician as expeditiously as possible to determine whether the patient is under arrest and in the 
custody of law enforcement or if the patient’s violent behavior necessitated use of the law enforcement 
restraint devices. 


i. If the patient is not under arrest, the law enforcement restraint device should be removed as soon as 
possible and clinical restraints applied if needed as determined by the clinical staff in accord with this 
policy. 

ii. If the patient is under arrest and in the custody of law enforcement, determine if the patient’s clinical 
condition warrants removal of law enforcement restraint devices for clinical reasons. The patient 
should be segregated from other patients in the ED. 

iii. If law enforcement will not remove the law enforcement restraint devices as requested so that clinical 
treatment can be provided, the highest ranking Hospital Police (captain, lieutenant, sergeant) must be 
notified and they will contact the precinct concerned for administrative intervention. 


2. Consider Alternatives to Restraints 


Staff shall intervene at the earliest indication with the goal of deescalating the situation and working 
with the patient to regain control and ensure the patient’s immediate physical safety. 


Before considering restraining the patient, consider utilizing alternatives (e.g., visitor or companion at 
bedside, medication/treatment change, etc.) and applying the least restrictive type of device (e.g., using three or 
fewer side rails before using two-point wrist restraints, etc.). Side rails or 2 point restraints will not be used in 
CPEP. The use of alternatives and/or less restrictive measures varies from patient to patient and depends on the 
patient's assessed need, condition or situation and the effectiveness of previously used measures. See 
Addendum A, Suggested Alternatives to Restraint Use. 


3. Consider Restraints or Seclusion 
When the response to the alternatives is not effective and less restrictive techniques have been 


clinically determined to be ineffective, restraints or seclusion may be used as a last resort to prevent a patient 
from seriously injuring himself or others. Types of protective devices and restraints are further defined in 


attached Addendum B, Types of Restraints & Physician Order Requirements. 


4. Contact the Physician 


Contact the physician immediately to conduct a face to face examination and assessment of the patient and 
write the restraint or seclusion order if deemed necessary. 


5. Emergency Application of Restraints — Physician Not Immediately Available 


If an emergency exists and a physician is not immediately available, the patient may be restrained 
emergently based upon the patient’s behaviors: 
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E. 


Violent/Behavioral restraints may be applied at the direction of the senior clinical staff member (SCSM) 
present, which is the registered nurse for purposes of this policy, when the RN believes that a patient or 
others may be an imminent danger to self or others and a physician is not immediately available. 


In the event of the emergency application of such restraints or seclusion, the responsible physician shall be 
summoned immediately, respond as quickly as possible, and the nurse will document the time of 
notification. If when contacted the physician cannot be on the unit within 5 minutes, he or she may issue a 
telephone order to initate restraint to a registered nurse. The completed telephone order will include the 
time of call, the name of the person making the call/initiating the restraint and the name of the physician 
that gave the order. He/she must assess the patient immediately upon arrival and write the order within 30 
minutes of the emergency application of the restraints. If the physician has not arrived within 60 minutes 
of the application of the violent behavior restraints, the patient must be released. 


Non-Violent/Self-Destructive Behavior restraints may be applied at the direction of RN when the RN 
believes that a patient may be in imminent danger of physical injury from his/her non-violent/self- 
destructive behaviors, such as climbing out of bed, or pulling out catheters. In the event of the emergency 
application of such restraints, the responsible physician shall be summoned immediately and must assess 
patient and write the order within 60 minutes. If the physician has not arrived within 60 minutes of the 
application of the non-violent behavior restraints, the patient must be released. 


Pending the arrival of a physician to perform the face to face assessment and write the order, the patient 
shall be kept under constant 1:1 observation (see Inpatient Psychiatry policy titled “Constant 
Observation”). 


If a physician does not arrive within 30 minutes for violent behavior restraint and 60 minutes for non- 
violent/self-destructive behavior restraints, the RN must: 


i. Contact his/her supervisor to escalate the issue, 

ii. Record any such delay in the patient's medical record, 

iii. Document the description of the facts justifying the emergency restraint which shall specify the nature 
of the restraint and any conditions for maintaining the restraint until the arrival of a physician, 

iv. Document the reasons why less restrictive forms of restraint were not used, and 

v. Document a description of the steps taken to assure the patient’s safety. 


Upon arrival, the physician will document the reason for delay in arriving within the required time frame. 


6. Emergency Application of Seclusion — Physician Not Immediately Available 


A. 


If an emergency exists and a physician is not immediately available, the patient may be emergently 
secluded based upon the patient’s behavior. 


Seclusion may be used at the direction of the senior clinical staff member present which is the RN, for 
purposed of this policy, when the RN believes that a patient or others may be in imminent danger to self 
or others and a physician is not immediately available. 


In the event of emergency seclusion, the responsible physician shall be summoned immediately, 
respond as quickly as possible, and the nurse will document the time of notification. . If when 
contacted the physician cannot be on the unit within 5 minutes, he or she may issue a telephone order to 
imitate seclusion to a registered nurse. The completed telephone order will include the time of call, the 
name of the person making the call/initiating the seclusion and the name of the physician that gave the 
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order. If the physician has not arrived within 60 minutes of the patient being put in seclusion, the 
patient must be released. 


Pending the arrival of the physician to perform the face to face assessment and write the order, the 
patient shall be kept under constant 1:1 observation. 


If a physician does not arrive within 30 minutes of seclusion the RN must: 


i. Contact his/her supervisor to escalate the issue, 

ii. Record any such delay in the patient's medical record, 

iii. Document the description of the facts justifying the emergency seclusion and any conditions for 
maintaining the seclusion until the arrival of a physician, 

iv. Document the reasons why less restrictive interventions were not used, and 

v. Document a description of the steps taken to assure the patient’s safety. 


7. Application of Restraints or Seclusion 


A. 


Restraints or seclusion may be applied at the direction of and under the supervision of the RN by nursing 
staff (RN, LPN, and ancillary nursing staff such as BHA, PSHT, PCT and NA) and other staff that have 
been appropriately trained. See Addendum C, Application by Device/Restraint Type for additional 
guidance. 


Before applying restraints or secluding a patient, check/search patient’s clothing and bedding for objects 
that could injure or create a dangerous situation, such as sharps, matches, or lighters, and remove any 
objects found. 


Explain the reason(s) for using the restraint or seclusion to the patient or to an appropriate person acting 
on behalf of the patient. 


Determine the type of restraint needed. For violent patients, 4 point restraints are used and for non- 
violent/ self-destructive patients, a geri chair or 2 point restraints may be used. Consider if the violent 
patient has indicated a preference for seclusion or restraint. See Addendum C, Non-Violent/Self- 
Destructive Behavior Restraint Protocols. Two point restraints will not be used in CPEP. 


Hospital Police may be present if there is a concern for patient or staff safety but may not participate in 
the application of restraint or seclusion. 


8. Manual Restraint 


Manual restraint may be used for a variety of reasons. For example, manual restraint may be necessary for 


the purpose of facilitating the placement of a patient in physical restraints or seclusion, for the safe administration 
of court ordered or emergency medications or to perform an emergency medical procedure such as blood drawing, 
When manual restraint is used the following is required and/or must be adhered to: 


A. A restrictive physical intervention such as a “takedown” or a physical intervention procedure used to 


forcibly move a patient, constitutes a manual restraint. Any physical intervention techniques must be 
consistent with those taught in standardized training such as OMH Preventing and Managing Crisis 
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Situations Training. For example, staff should use the PMCS Two Person Removal and never lift or 
carry a violent, struggling patient. 


A physician’s order for such manual restraint is required. 
y 


When manual restraint is used for the purpose of facilitating the placement of a patient in physical 
restraints, or seclusion, a separate order is not needed for the manual restraint because an order will be 
written for the mechanical restraint (or seclusion) and the entire event will be documented in the 
patient’s record. The restraint time for the mechanical restraint procedure begins at the moment the 
manual restraint has begun and therefore is included in the two (2) hour time limit for mechanical 
restraints, or seclusion. 


If the patient is willing to have blood drawn or receive an intramuscular injection, and the clinician for 
example holds and positions the arm of the patient for the procedure, and the patient is free to withdraw 
or move away from the clinician during the procedure if he/she chooses, this is not considered a 
restraint. 


The maximum time for such order is 10 minutes, the actual time is documented in minutes. 


The patient must be released after 10 minutes if a decision has not been made to proceed with the 
mechanical restraints or seclusion. 


All the requirements for documentation are the same as those for mechanical restraint per policy, with 
exception of the restraint flow sheet, patient debriefing form, staff debriefing form, treatment plan 
update, and family notification. 


9. Written Physician Orders 


A. 


B. 


Attending physicians, PGY-2, PGY-3 (house staff) who have been appropriately trained can write orders 
for restraints. 


If the ordering physician is not the patient’s attending physician, the attending physician must be notified 
as soon as possible regarding the change in the patient’s condition which necessitated the application of 
restraints. The ordering physician will document the notification with the attending physician. 


The restraint or seclusion order includes: 


i. The date and time the face-to-face assessment is done and order is written, 
ii. The type of restraint to be used or the use of seclusion, 
iv. The type of observation needed for the patient, for instance, Constant 1:1 observation for all 


patients in 4 point restraints and seclusion, 
v. The physician's signature and stamp, 
vi. The specific reason that restraint or seclusion is being ordered for the patient, and specific 
behavioral criteria for release, 
vii. The restraint or seclusion time limits (see table below, Physician Order Restraint and Seclusion 
Time Limits) 


If the patient requires restraints or seclusion after the initial order, the physician must do a face to face 
assessment of the patient using the same parameters as the initial order required. 
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PHYSICIAN ORDER RESTRAINT & SECLUSION TIME LIMITS 
Patient Age Non-Violent Behavior/Self Violent Behavior Restraints Manual Restraint 
Destructive Behavior Restraint | (mechanical restraint or seclusion) 
<9 years Up to 24 hours N/A Up to 10 minutes 
9 — 17 years Up to 24 hours Up to 1 hour Up to 10 minutes 
18 years and Up to 24 hours Up to 2 hours Up to 10 minutes 
older 


10. Patient Care, Assessment & Monitoring 


A. 


MONITORING REQUIREMENTS 


A documented assessment/observation of the patient's condition including any significant changes in 
health status is done in accord with the table below (Monitoring Requirements). Also see Addendum D 
Non-Violent/Self Destructive Behavior Restraint Protocols for further guidance on patients with non- 
violent restraints. 


Assessments are done every time the non-violent restraint order is renewed according to the physician’s 
order and at more frequent intervals based on nursing judgment or physician's order. 


Violent behavior restraint or seclusion orders cannot be renewed. The patient must be reassessed and a 
new order written if the restraint or seclusion is to be continued. 


The assessments and observations are the responsibility of the RN but the monitoring and observation 
may be carried out by a licensed practical nurse, and other ancillary nursing staff who have been 
appropriately trained under the general supervision of a RN. 


Non-Violent /Self- 
Destructive Behavior 


Violent Behavior Seclusion 


Additional monitoring 
documentation of patient 
care, needs, observations 
and assessments 


Every 30 minutes Every 15 minutes by Every 15 minutes by trained 
trained staff and Every staff and Every 30 Minutes by 
30 Minutes by RN RN 


Patient must be on Patient must be on constant 1:1 


constant 1:1 observation | observation 
Release of restraints when Every 2 hours Restraints are removed if | Attempt to release every 30 
repositioning patient If patient is asleep a 2 finger patient is asleep. minutes 


check on restraints must be 
done 


Offer toileting every hour 


11. Discontinuation of Restraints or Seclusion 


A. _ Restraint or seclusion shall be discontinued at the earliest possible time, regardless of the length of time 
in the physician’s order. 

B. |The RN can determine that the patient is no longer violent or is not pulling out his IV and interfering 
with his medical care and no longer requires the restraint or seclusion. 

C. Behavioral criteria for release shall be indicated for patients in violent behavior restraints or seclusion. 


The RN will document the time and the discontinuation on the restraint flow sheet and the same must be 
reflected in the patient’s progress note with a description justifying the release of the restraint, and 
inform the physician. 
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DOCUMENTATION: 


Documentation is completed by the appropriate clinical staff in accordance with the restraint flow sheet 


(Addendum F). 


REPORTING REQUIREMENTS: 


1. Patient and Family/Significant other Debriefing for Violent Behavior Restraint or Seclusion in an OMH 
Licensed Psychiatric Service (Addendum G) 


A. 


The patient, and when appropriate with patient’s permission, the patient’s family/significant other and 
staff who were involved in the episode and who are available, participate in a debriefing about each 
episode of restraint. 


The debriefing occurs as soon as possible, but no longer than 24 hours after the episode. 
The debriefing is used to identify what led to the incident and what could have been done differently and 
to ascertain that the patient’s physical wellbeing, psychological comfort and right to privacy were 


addressed. 


With patient’s permission, family/significant other/advocate of patient admitted to CPEP and/or 
Inpatient Psychiatry will be notified of patient’s restraint or seclusion. 


2. Staff Debriefing - Post Event Analysis for Violent Behavior in an OMH Licensed Psychiatric Service 
(Addendum H) 


A. 


All Unit staff present, and any other staff who responded to the crisis, whether or not it resulted in a 
restraint or seclusion, must participate. The charge nurse and psychiatrist are responsible for leading the 
debriefing. 


The staff debriefing shall occur immediately, and no more than 60 minutes after the event. The scope 
and depth of debriefing activities may be commensurate with the nature and duration of the intervention. 
The debriefing must be documented. 


Questions considered during a debriefing may include but are not limited to: 
e What led up to the event, contributing factors, triggers, warning signs, 
e Staff recognition and response and attempts to deescalate, 
e Personal Safety Plan in place and patient preferences considered, 
e Team functioning, communication, and the impact of the event on staff- physically, 
emotionally. 


3. Restraint or Seclusion Related Patient Injury and Death 


A. 


B. 


Injury — Any untoward incidents resulting in injury that occur during the restraining or seclusion 
process and while a patient is in restraints or in seclusion must be documented and reported as required 
by internal policies and by external regulatory and accrediting bodies. 


Death — The ADN is responsible to report a patient death to the Risk Manager. Risk Management 
reports to CMS and to New York State Department of Health within 24 hours or close of next business 
day following knowledge of patient’s death. The Department of Psychiatry reports immediately to the 
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Office of Mental Health and The Justice Center. Any death that occurs under the following 
circumstances must be reported: 
e While the patient was in restraints or seclusion, 
e Within 24 hours after removal from restraints or seclusion, or 
e Any death known to the hospital within 1 week after restraint or seclusion removed if it is 
reasonable to assume that the use of restraint or seclusion contributed to the patient’s death. 
- When the circumstance of a patient’s death involve only the use of soft two-point 
restraints and no use of seclusion, hospitals must notify CMS within 7 days after the 
date of death through a log or other system. 


STAFF EDUCATION AND TRAINING: 


All direct clinical care staff must have education, training, and demonstrated knowledge of Restraint and 
Seclusion Policy based on the specific needs of the patient population, as applicable to their unit setting, role, job 
competencies/functions, and responsibilities in managing restraint and seclusion. 


All direct clinical care staff assigned to CPEP and Inpatient Psychiatry Units must complete the Preventing 
and Managing Crisis Situations (PMCS) Training, or other hospital approved training, within 60 days of their 
employment orientation, as applicable to their role, job competencies/functions, and responsibilities in managing 
restraint and seclusion. 


Nursing staff assigned to CPEP and Inpatient Psychiatry Units must be trained upon employment 
orientation in Preventing and Managing Crisis Situations (PMCS), or other hospital approved training, and 
annually thereafter and be able to demonstrate competency before applying or managing restraints and seclusion. 


1. Training Content 


A. Techniques to identify staff and patient behaviors, events, and environmental factors that may trigger 
need to use restraint. 


B. Use of nonphysical intervention skills. 

C) Physical intervention skills/restrictive interventions considered manual restraints. All physical 
intervention skills used shall be consistent with those taught in Preventing and Managing Crisis 
Situations (PMCS) Training, or other hospital approved training. 


D. Choosing least restrictive intervention based on individualized assessment. 


Ee Safe application of restraint or seclusion including recognition of and response to signs of physical and 
psychological distress. 


F, Contraindications to be considered before ordering/applying restraints or seclusion. 
G. Behavioral criteria for release and clinical identifications that restraint or seclusion is no longer 
necessary. 


H. Monitoring physical and psychological wellbeing of patient. 


I. First aid and current BLS certification, for staff who apply, care for, monitor, assess & evaluate patients 
in restraint or seclusion. 
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2. Trainer Requirements and Responsibility for Staff Training 


Trainers must be qualified by education, training and experience to address patient behaviors. See table 
below for restraint training responsibility. Restraint training must be documented in staff personnel records upon 


completion of training and competency demonstration. 


RESPONSIBILITY — STAFF TRAINING ON RESTRAINTS 


Patient Care Services is responsible for coordinating in-service education 
for all clinical direct caregivers and other staff who participate in placing 
patients in restraint or seclusion. 


The training includes use of preventive strategies and alternatives, 
techniques in initiating and terminating restraints, review of the laws, 
regulations and policies governing the use of restraints, and a team 
approach for emergency application of restraints or seclusion. 


This approach will include active involvement of all clinicians present on 
the unit as well as an available back up response. 


Clinical Caregivers Physicians 


The Medical Director or designee is responsible for 
in-service education for all physicians authorized to 
order restraints or seclusion. 


3. Staff Competency for the Safe Use of Restraint or Seclusion 


In order to minimize the use of restraint and seclusion, all direct care staff as well as any other staff 
involved in the use of restraint receive ongoing training and demonstrate an understanding of the competencies as 


described in the following table. 


STAFF COMPETENCIES — USE OF RESTRAINTS OR SECLUSION 


All Staff 


Additional Requirements for Staff 
Who Monitor, Assess & Evaluate 
Patients in Restraints or Seclusion 


Additional Requirements for Staff 
Who Care For, Apply, or Evaluate 
Behavioral Health Patients in 
Restraints or Seclusion 


The difference between Non-Violent 
Behavior/Self-Destructive restraint and 
Violent Behavior (behavioral) restraint. 


When a device is considered restraint and 
when it is considered part of a procedure. 


The possible alternatives to the use of 
restraint. 


Observed actions or behaviors that may 
warrant the need for restraint, 
understanding as to what may constitute 
imminent danger to self or others. 


Aggressive behavior that may be related 
to the patient’s medical condition. 


Desired and undesired outcomes of 
restraint use. 


The patient’s rights in regard to restraint 
use. 


The underlying causes of threatening 
behaviors exhibited by patients. 


Restraint and Seclusion Policy 


The physician orders and assessment 
requirements for patients in restraint. 


The documentation of the care and 
monitoring of the patient. 


Taking vital signs and interpreting 
their relevance to the physical safety 


of the patient. 


Recognizing nutrition/hydration 
needs. 


Checking circulation and range of 
motion in the extremities. 


Addressing hygiene and elimination. 


Addressing physical and 
psychological status and comfort. 


Assisting patients in meeting criteria 
for the discontinuation of restraint. 


Recognition of the need to contact a 
physician to evaluate/treat patient’s 


physical status. 


Basic Life Support (BLS) 
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e The safe application of restraint 
devices. 


e The potential impact of trauma on 
behavior. 


e How their own behavior can 
affect patient behavior. 


e The use of de-escalation, 
mediation, self-protection, and 
other techniques, such as time- 
out. 


Basic Life Support (BLS) 


North Brooklyn Health Network 


QUALITY/PERFORMANCE IMPROVEMENT: 


As part of the performance improvement program, reviews of restraint usage, of efforts taken to reduce or 
eliminate use, as well as to improve safety and identify any need to redesign care processes, is ongoing. Restraint 
and Seclusion data is collected, aggregated and reported quarterly to the Hospital Patient Safety & Quality 
Council. 


RESPONSIBILITY: 

The Chief Executive Officer and the Medical Director are responsible for ensuring: 

e Compliance with this policy. 

e Ensuring the restraint policy is reviewed and revised by appropriate staff when necessary but at least 
annually to ensure compliance with City, State and Federal law, as well as the requirements of regulatory 
and accreditation agencies. An interdisciplinary team, including representatives from medicine, psychiatry, 
nursing, risk management, administration, and hospital police staff should be part of the review process. 

e Ensuring that clinical, direct caregivers and other staff, as appropriate, are competent, receive frequently 


repeated in-service education on techniques in initiating and terminating restraint and seclusion, and in the 
laws, regulations, policies, and procedures governing the use of restraints and seclusion. 


PRIVACY & CONFIDENTIALITY: 


All staff involved in the care and management of patients requiring restraints or seclusion will take 
appropriate and reasonable safeguards to maintain the confidentiality and privacy of patient information. See 
departmental policy titled "Privacy of Protected Health Information". 


REFERENCES: 
e NYS Department of Health; 10 NYCRR 8405.7 
e NYS Department of Mental Health: Mental Hygiene Law 33.04; 
e 14NYCRR 27.7; 14 NYCRR 524.7 
e Joint Commission; PC.03.05.15; PC.03.05.17 
e 


CMS Conditions of Participation; 42 CFR Part 482.13 
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RESTRAINT USE DECISION MAKING ALGORITHM * 


Observed Patient Actions 
Non-Violent/ Self-Destructive Violent Behavior 
e Pulling tubes or lines e = Severely aggressive 
e Interfering with dressings/ wounds e Destructive 
e Climbing out of bed e = Actively suicidal 


Consider Alternative to Restraint & Notify Physician 
¢ Companion/ visitor at bedside e¢ Medication adjustment e Verbal intervention 
e¢ Comfort/pain measures e Reality orientation e Diversionary activities (TV, 
e Remove lines, tubes (w/ MD ¢ ~=Modify environment (reduce light, radio) 
order) noise) e Change positions 
¢ Move closer to Nurse Station e Constant 1:1 observation (with MD e Limit setting 
order) 


NO < Responsive to YES 
Then restraint Alternatives? Then restraint 
is needed is NOT needed 


| 
Use of Restraints 
Non-Violent/ Self-Destructive Violent Behavior 
e Pulling tubes or lines e Severely aggressive 
e Interfering with e Destructive 
dressings/ wounds e Actively suicidal 
e Climbing out of bed 


Physician available to write 
restraint order? 


Physician available to write 
restraint order? 


Yes No Yes No 
j ae i 
MD order must include e RN may initiate restraint in an MD order must include e RN may initiate 
e Type of restraint emergent situation and obtain e Type of restraint or seclusion or 4 point 
e Reason for use MD order w/in 1 hour of seclusion restraint in an 
e MD face-to-face ‘ application e Reason for use emergent situation 
assessment e Constant 1:1 patient observation e Time specific w/ maxof ¢——— and obtain MD order 
prior to MD 2 hours for adults, 1 w/in 30 min of 
e MD must perform face-to-face hour for 9-17 yr, and 10 application 
patient assessment w/in 60 min min for any age if e Constant 1:1 patient 
and document manual restraint observation prior to 
MD 


e MD must perform 
face-to-face patient 
assessment w/in 30 
min of application and 


document 
Patient Care Monitoring 
e Appropriate application of least restrictive restraint 
e Patient care needs/observation/ assessment of need for Patient Care Monitoring 
restraint use minimum of Q2 hours e Constant 1:1 continuous observation 
e Restraint released Q 2 hours for at least 5 minutes e Documented observation minimum of Q15 minutes 
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| 


! 


MD must re-order and perform face- 
to-face assessment Q24 hours 


Re-Orders 


required. 


e MD must reorder and perform face-to-face assessment 
and follow the same parameters as the initial order 


Re-Orders 


Documentation must include 
Patient’s actions/ condition that indicated use of restraint 
Consideration of alternatives/less restrictive means of restraint 
Orders for all episodes of restraints 
Results of patient care needs/ observation 
Time restraint discharged or off for trial period 
Significant changes in patient’s condition - patient’s attending informed 
Discussions with patient/family regarding restraint or seclusion 


* This does not apply to restraints applied by law enforcement. 
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ADDENDUM A 
SUGGESTED ALTERNATIVES TO RESTRAINT OR SECLUSION USE 


Psychosocial Diversionary & Medication & Modify the Assessing Fall Other 
Intervention & Physical Activities Treatment Environment Risk & Involving 
Reality Orientation Modification Others in Care 
e Be proactive in e Use TV, radio Initiate oral (as Place bed inlowest | ¢ Assesspatient | ¢ Use 
recognizing and or music for opposed to IV or position and put up and correct appropriate 
responding to diversion, NG) feedings. 2 side rails. preventable medications 
patient behaviors. depending on (Requires MD Reduce noise and causes Of falls. as ordered by 
e Offer patient patient order). stimuli. e Watch for the physician. 
choices based on preference. Remove catheters Increase/ decrease signs of e Provide 1:1 
their Personal e Provide and drains as soon amount of light in confusion in companion 
Safety Plan. exercise, as possible. room, depending high-risk (requires MD 
e Assess ambulation (Requires MD on glare, patient's patients. order). 
environmental and order). preference or e Ask family and 
factors. strengthening Monitor needs. friends to stay 
e Focus on patient’s exercises medications and Keep call button with patient. 
needs and wants. whenever side effects, and accessible andre- | e Provide hourly 
e Involve the patient possible. discuss alternatives emphasize nursing rounds 
in conversation. e Initiate with MD. frequently how to for patients 
Don't talk over training in Treat reversible use it. with high risk 
him/her. activities of changes in mental Position bedside for falls. 
e Explain procedures daily living. status. commode so e Teach 
to reduce fear and | ¢ Use physical Keep IV solution patient can use it family/friends/ 
convey a sense of and bags and tubing easily and develop caregivers 
calm. occupational behind the patient's toileting routines about the 
e Provide reality links therapists field of vision. to facilitate patient's 
when appropriate (requires MD Provide comfort and elimination and clinical 
(TV, radio, order). pain treatment. reduce falls. condition, 
calendar, clock). Place patient near (e.g., acute 
e Use active listening nurse's station, confusion, 
to elicit the unless the closed head 
patient's feelings. stimulation triggers injury, etc.) 
* Attempt to verbally agitation or and 
redirect behavior. worsens confusion. appropriate 
Limit number of interventions 
people who to manage 
interact with behavior. 
patient. 
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ADDENDUM B 
TYPES OF DEVICES/ RESTRAINTS & PHYSICIAN ORDER REQUIREMENTS 


Devices that Do Not Require Physician Order 


Devices/ Restraints that Require Physician Orders 


e Devices customarily used in conjunction with medical, 

diagnostic, surgical care of patients that are considered 

a regular or usual part of such care including: 
Board/soft restraint applied to one arm to 
prevent IV from being dislodged, 
Body restraint during surgery, immobilization of a 
post-op patient during the immediate recovery 
phase (may not exceed 12 hours), and 
immobilization during diagnostic procedures or 
radiotherapy procedures. 


e¢ Commonly used protective devices which allow all 
extremities uninhibited movement, such as mittens 
(when arm movement is not restricted), helmets, 
bedrails, tabletops, chairs, wheelchair trays, or lap 
belts. 


e Safety restraints for children in cribs, highchairs, 
playpens or strollers. 


e Medically indicated devices that are intended to 
stabilize a body part, e.g., back brace, splint. 


Geri Chair (Geriatric Chair) refers to a high-backed cushioned 
wheeled recliner with a leg and foot rest and a removable tray. 
Asa general rule Geri Chairs are a restraint if the patient is 
unable to remove the lap tray when in place. If the Geri Chair 
is being used as a restraint, a MD order is required and is not to 
exceed 4 hours. The patient must not be restrained any longer 
than is absolutely necessary. 


Two-point refers to the application of restraints to the 
wrists/upper extremities. Other extremity devices such as 
mittens are considered two point restraints when they are 
applied in such a way that the wrists are also tied down thus 
restricting arm movement. 


Four-point restraints refer to restraints to both wrists and both 
ankles, or when fewer than four extremities are restrained but 
the patient's own condition renders the remaining extremities 
unmovable (e.g., a hemiplegic patient whose unaffected limbs 
are restrained is considered to be in four-point restraints since 
they are unable to move any extremity). 


Seclusion refers to the involuntary confinement of a patient 
alone in a room or area from which the patient is prevented 
from leaving, or where the patient reasonably believes that he 
or she will be prevented from leaving, with no ability to 
meaningfully interact with other patients or staff. 
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ADDENDUM C 
APPLICATION BY DEVICE/ RESTRAINT TYPE 


Device/ Application & Monitoring 
Restraint Type 
Hand Mitts e Mitt restraints may be applied over a patient's hand to prevent dislodgment of IVs, tubes, dressings, 


and/or appliances and fasten the strap as above. Hand Mitts used without extremity restraint is not a 

restraint under this policy. 

Geri - Chair e Staff should be trained on how to transfer a patient to and from a Geri Chair, the Geri Chair’s use, the 
positioning schedule, safety with brakes, and how to push a Geri Chair in the facility. The Rehab 
Department is available for training assistance. 

e A patient in a Geri-Chair must be ambulated (when possible), exercised, offered water and the use of the 
restroom every 2 hours. M eals/nourishment should be offered at the regularly scheduled times. 

e Patients in Geri-Chairs must remain visible to staff. 

Two - Point e Limb restraints should not be applied to an extremity that has an AV fistula or shunt - consider 

Restraints alternatives. 

e Patient's must not to be restrained in the prone (face, chest down) position due to risk of positional 
asphyxia. If a patient inadvertently ends up in a prone position they must be rolled over immediately. Do 
not anchor restraints to side rails. 

e Nothing shall be placed on or directly over the face of a spitting patient, staff should wear face shields if 
necessary. Any indication of a medical emergency will always supersede the need to restrain or seclude. 

e To secure limbs for restraints and to promote safe, efficient application, one staff member should 
immobilize the limb at the joint while another staff member applies the restraint to the respective wrist 
or ankle. Shoulders may be manually immobilized until all restraints are secure, but the head/neck of a 
patient should not be forcibly held due to the risk of cervical injury. 

e Armsare to be positioned down at the side and secured tightly enough to the side of the bed to prevent 
patients biting at hand or restraints when sitting up. Patient's head should not be in contact with the 


bed's headboard. 
Four-Point e Limb restraints should not be applied to an extremity that has an AV fistula or shunt - consider 
Restraints alternatives. 


e Patient's must not to be restrained in the prone (face, chest down) position due to risk of positional 
asphyxia. If a patient inadvertently ends up in a prone position they must be rolled over immediately. Do 
not anchor restraints to side rails. 

e Nothing shall be placed on or directly over the face of a spitting patient, staff should wear face shields if 
necessary. Indication of amedical emergency always supersedes the need to restrain or seclude. 

e To secure limbs for restraints and to promote safe, efficient application, one staff member immobilizes 
the limb at the joint while another staff member applies the restraint to that wrist or ankle. Shoulders 
may be manually immobilized until all restraints are secure, but the head/neck of a patient should not be 
forcibly held due to risk of cervical injury. 

e Armsare to be positioned down at the side and secured tightly enough to the side of the bed to prevent 
patients biting at hand or restraints when sitting up. Patient's head should not be in contact with the 
bed's headboard. A wedge pillow may be placed under patient’s head/shoulders. 

e Canvas limb holders may not be used as restraints. 

e —_ Leg restraint equipment should be positioned so that legs are placed perpendicular to the bottom of the 
bed. Staff should be aware of and sensitive to any trauma history and not restrain the patient in a 
position with their legs spread. 

Seclusion e Prior to seclusion, both patient and seclusion room searched for objects that could pose a danger, €.g., 
glasses, belts, jewelry, sharp objects, etc. Never place a patient in seclusion in a nude or semi-nude 
state. 

e => At least 2 staff members, one of whom must be a RN, should be present at the time of seclusion 
initiation. Toileting, fluid and nutritional needs of a patient in seclusion must be met promptly and 
documented. 
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ADDENDUM D 


NON-VIOLENT/ SELF-DESTRUCTIVE BEHAVIOR RESTRAINT * PROTOCOLS 


Assessment/ Observation 


Restraint Care 


Documentation 


On initiation of restraint, Q 30 minutes 
& PRN, monitor/observe patient for: 


Behavior (e.g. calm, restless, 
agitated, confused) 

Body alignment 

Circulation including pulse 
Check distal to restraint 
Numbness or weakness of 
extremity; ability to wiggle 
fingers/toes 

Skin condition at restraint sites 
(e.g. no redness) 

Proper application of 
restraints. 


Q 2 hours & PRN: 


e Reposition patient 

e Provide privacy, hygiene and toileting 

e Explain reason for the restraint and 
conditions needed for removal of the 
restraint to the patient and/or family 

e Provide reassurance to patient and/or 
family that staff will monitor patient 
frequently to assure that patient’s needs 
are met and that the restraints are still 
required. 

e Release and reposition restraints (may 
be concomitant with turning and 
repositioning) 

e Provide skin care to restraint sites 

e Offer moderate temperature foods and 
fluids frequently, if allowed 

e =©Provide ROM 


Additional measures: 
e Keep side rails up when patient is in 


bed 
¢ Q4hours: record vital signs 


On initiation of restraint, document on 
Restraint Flow Sheet 


e Patient behavior/condition 
requiring restraint (performed 
only by a RN) 

e Reason for application of 
restraint (Performed only by a 
RN) 


With ongoing use document on 
Restraint Flow Sheet: 


¢  Q30 minutes- observation 

e Q2hours- restraint care 

e Q4hours - Assessment of 
behavior/condition, continued 
need for restraint, reason for the 
restraint and conditions needed 
for removal of the restraint to 
the patient and/or family. 
(Performed only by a RN) 


Discontinuation: 


e When restraints are removed, 
document time and reason for 
discontinuation in progress note. 
(Performed only by a RN) 


* Non-Violent/Self-Destructive Behavior Restraints refer to 2 point restraints and geri chairs with lap tables. 
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Addendum E 


Woodhull sean enn. 


Hic nu Scfwal of Medicine 


RESTRAINT/SECLUSION: PHYSICIAN ORDER 


PATIENTS BEHAVIOR 


RN INITIATED RESTRAINT: [MD order required within 1 hour of application] 
o Mechanical Restraint o Right oLeft o Wrst cAnkle o4SideRails oGenichair oc 1:1 observation pending MD amval 
Time of Restraint__.. ss sNameofMDnotiied: C«CTnmm@ MD nottfitcd 
RN Signati amp: Date Time 
MD ORDER: 
MD fSce to face assessment done & documented on progress note. Time 
Type of restraint: Mechanical Restraint o Right oLeft oWrst ocAnke o4SideRails co Gen Chair 
Time limited: 24 hours 
Date: 


RAINT- Mote: MD not available in unit within 5 minutes, a verbal order is required 
A Witten order i's required within 30 minutes of application 


11 Observation (required) = Seclusion 0 Mechanical Restraint [4 Point Restraint] co Manual Restraint 

Time of inifiation;__ Ss NameofMD notified: =O Verbal Order Obtained Time: 
RN Signature; CORN Pint Stamps Cte se 
MD ORDER 1-1 Observation (required) 

MD face to face assessment done & documented in progress note: Time 0 Verbal Order Authenticated 
oc Seclusion co Mechanical Restraint [4 Point Restraint | b&b Manual Restraint [10 min. max] 


Reason for Restraint/Seciusion- 
Behavioral criteriaforrelesse. 
Time Limited: (Check One-—No Renewal) co Adultt—2hours 917 years—thour o <9 years (manual restraint only) 


Addendum F 
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nyc 


Hespracs | Woodhull 


Department of Patient Cure Service’ Nursing 


DATE: 


EVERY 15 MINUTES OBSERVATIONS/INTERVENTIONS 


bane 
Sensation 


TIME RELEASED: 


VIOLENT RESTRAINT FLOW SHEET 


RN INITIAL 


Food & 

olletings Fluids 

Offered | Offered 

7) Y/NNAIYININA 


NAME OF M.D. NOTIFIED 


ROM 
(Release 
Restraint) 
WN 


ia 
Erposition 


ORDER VALID FOR UP TO 2 HRS FOR ADULTS > 18 YEAR OLD & UP TO 1 HOUR FOR 9 YEARS - 17 YEARS OLD 


NEIELELN 004 12/16/15 


Skin Cure 
Given 
YIN 


EVERY 30 MINUTES and PRN OBERVATIONS/ INTERVENTIONS 
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Woodhull 8232283 


=< \NYU Schoo! of 


© skadwt Uleical SaRtin 


REST RAINT/SECLUSION PATIENT'S DEBRIEFING REPORT 
(to be completed by team present when patient released from restraint seclusion) 
Department of Nursing/Patient Care Services 


Date of Restraint/Seclusion: Time of Restraint/Seelusion Date of Debriefing 


Time of Debriefing Members of Team doing debriefing 
The Team discussed with the patient the following: 


1, Observations of the events/behaviors that led to the restmint/seclusion. Please tell me what upset you the most? 
Specify: 


ba 


How can we better understand what you need(ed)? 


Specify: 
3. What did we do that was helpful to you to regain self-control? 
OO Verbal Intervention ©) Use of Quiet Room OD Offer of Medication 


©) Others Specify: 
4. What did we do that got in the way, or was not so helpful? 
5. What can we do better next time lo avoid restraint/seclusion? 


6. Is there anything that you would do differently in the future to avoid restraint/seclusion? 
Specify: 

7. Did you feel safe while in restraint/seclusion? © Yes 0 no 
If No, please explain why not; 


8. Did you feel thal your privacy was respected while in restraint/seclusion? (C) Yes One 
If No, please explain why not; 

9, Were you physically injured and/or emotionally affected as a result of the restraint/seclusion? () Yes O no 
If Yes, describe; 


10. Was counseling offered for any emotional distress, as appropriate? ©) Yes © no 
Specify other imerventions offered or provided if there were physical injuries or emotional distress: 


11. Would you like us to inform a designated family member/advocate that you have been restmined or secluded? 


IfNoO) (check) If Yes: Name Contact Info: 
Signature of Patient Signature of Team Member Completing Form Print Name and Provider Number 
Patient Refused to Sign 
Debrief (1/16) 


Restraint and Seclusion Policy 24 of 28 North Brooklyn Health Network 


Addendum H 


STAFF DEBRIEFING REPORT 


1. This report must be completed following a restraint, seclusion or a significant violent/behavioral event. 


2. Itshould be completed by the Psychiatrist or Nurse who led the debriefing of the team members. 

3. Itis to be submitted to Psychiatry Administration during Morning Report, no later than 09:30 AM the following morning, or Monday 
morning if the event occurred on the weekend, or first business day following a holiday. 

4. If the event involved restraint or seclusion attach this form to the restraint/seclusion documentation when submitted. 

5. For significant violent/behavioral event that did not include restraint/seclusion the Staff Debriefing Report is NOT TO BE INCLUDED 
IN THE PATIENT'S MEDICAL RECORD. 


6. All unit staff present and staff who responded from other units should participate in the debriefing. 


DATE OF EVENT 


TIME OF EVENT PLACE PATIENT ID LABEL HERE 


UNIT & LOCATION 
(Example: Unit 2, in front of Nurses Station) 


1. DID THE EVENT INVOLVE [] Restraint [] Seclusion Physical Code Panic 
(check all that apply) [] Intervention Grey Button 


2. WAS THE PATIENT’S SAFETY PLAN AVAILABLE? a Yes fl No 


3. WERE STAFF AWARE OF, AND WERE PATIENT PREFERENCES CONSIDERED, WHEN RESPONDING TO THE EVENT? 


[ ] Yes [| No If YES, describe 


4. DESCRIBE ANY CONDITIONS AFFECTING THE PATIENT’S BEHAVIOR OR THE STAFF’S RESPONSE. For example, the 
patient’s mother had just visited or staff was floated from another unit and patient wasn’t familiar with them. 


5. DESCRIBE ANY EARLY WARNING SIGNS OF ANXIETY/AGGRESSION 


6. WHAT WERE THE TRIGGERS? 


7. DID YOU ATTEMPT TO DE-ESCALATE THE SITUATION? Describe what you did to assist the patient in calming down 
and/or regaining control and circle any of the techniques you used from the list below. 


e = Talking with someone @ Reassurance e © Offering space 

e Modeling (using calm voice) e Offering time alone/quiet room e = Close proximity 

© Exploring potential consequences © Allowing venting/screaming © Active listening 

* Involving specific staff with good rapport © Reading religious or spiritual writings © Listening to music 

e Wrapping in a weighted blanket * Relaxation techniques e Watching TV 

@  Makinga phone call *® Offering food or beverage @ Walking/pacing 

© Offering sensory modulation aids like e Offering activities like games, drawingor ¢ Writing about feelings 
stress balls or stuffed animals exercising 

11/15 


Restraint and Seclusion Policy 25 of 28 North Brooklyn Health Network 


Addendum H (cont.) 


This next section is used to review the team’s performance in responding to the event. Your discussion may vary 


depending on the severity and/or length of the event. Potential questions are listed to help guide the discussion. 


When was the situation first recognized and did we interact early @ = If there were contributing factors could they have been controlled? 

What was used for de-escalation and were these techniques If physical intervention was involved, who made the decision to 

éffective intervene 

What was the emotional impact on the staff? Was anyone injured? If HP was present were they instructed as to how they might assist 
or not? 

Did everyone know their role and respond accordingly? Was it clear Were there cultural issues involved? Did we respond with sensitivity 


who was in charge? Were there any communication issues? to patient's potential trauma history? 


8. WHAT WENT WELL? 


9. WHAT COULD HAVE BEEN DONE BETTER? 


NAME/SIGNATURE TITLE/POSITION 
Debriefing Leader: 
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heauTH _ 
teas §=©6 Woodhull NON-VIOLENT RESTRAINT FLOW SHEET 
DATE While copy-chart Yellow copy- Nursing Form # NBHN 003. 4/i1 
TIME EVERY 30 MINUTE OBSERVATIONS/INTERVENTIONS EVERY 2 HOUR OBSERVATIONS/JINTERVENTIONS EVERY 4 HR ASSESSMENT) INTERVENTIONS 


Food/ fluids 
Offered 
Y/N/NA 


Hour Initial Behavior Proper | Circulation Toileting 
alignment/ offered 
application 


ROM Readiness | Education 


discontinue 


Skin care Vital Signs 


Skin 
Integrity 


00 
30 | — 
00 | en! 
30 PP) eee se 
00 Se pas 
30 Tees (WE 
00 a oe 
30 DE Bose 2s" 
00 eee 
30 eS es Re a) 
BEHAVIOR CIRCULATION / SKIN INTEGRITY MOVEMENT/SENSATION TURN & REPOSITION READINESS TO EDUCATION 
DISCONTINUE Teason for use, a/e criteria 
| 1, Calm 1, intact, no discoloration, no edema, pulse 2+ | 1. Full ROM, No weakness, numbness, Sngling 1. Ready to discontinue 1. Ready to leanvteaching done 
| 2. Restless 2, Skin broken 2 Partial ROM L-left 2. Not ready: Pulling at tubes 2. Not ready to leam 
| 3. Agitated 3. Skin discolored 3. Weak B-back 3. Not ready: Climbing COB P = patient 
4. Confused 4, Skin edematous 4, Numbness'tingling $- siting 4, Not ready: Interfering with care F = family/S.0. 
5, Unpredictable 5. Skin cold 5. other. 
6. Sieeping 6. Pulse weak, absent 
INITIAL SIGNATURE TITLE | INITIAL SIGNATURE T SIGNATURE 
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